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THE RELATIONSHIP OF DENTISTRY 
TO MEDICINE* 
VERY REV. HAROLD A. GAUDIN, 8S. J. 
NEw ORLEANS 

In speaking to the Orleans Parish Medical 
Society as a layman to medicine and dentistry 
but as President of a University which embraces 
a Dental School I am not going to ask medical 
men to admit déntists to their fraternity but 
shall merely point out the relationship that ex- 
ists between doctor and dentist in the cause of 
health. 

The dentist is not a medical specialist as is 
the specialist of the eye, ear, nose, and throat. 
Neither organized 


organized dentistry nor 


medicine would ever make him so. To super- 
impose complicated digital facility in intra-oral 
procedures on a conventional medical curriculum 
would make dental training prohibitive in length 
te most general practitioners. Nor could there 
be in regard to the teeth a stomatologist and a 
dental technician as in regard to the eyes there 
The latter, 


given a prescription, grinds lenses with ma- 


is an oculist and an optometrist. 


chines and adjusts them easily, whereas the sup- 
posed dental technician even with the prescrip- 
tion from a medical stomatologist would be un- 
able to do his work without comprehension of 
the variable biologic conditions involved. I 
think I speak truly when I say that dentistry 
will never be a specialty of Doctors of Medi- 
cine. However, it is significant to note the in- 
creasing discoveries of the relationship of oral 
conditions to the general condition of patients 
and it is interesting to recall that in the history 


*Address delivered to the Orleans Parish Medical 
Society, January 10, 1938. 
7President of Loyola University, New Orleans. 


of medical progress until the public appreciated 
the precise knowledge of anatomy needed in 
surgery, physicians looked down upon surgeons 
as mere handworkers and artisans, rightly to 
be denied the studies of a medical school. Of 
the future we cannot be sure. 


But we deal with the present, and in regard 
to the present I wish to recall briefly the re- 
lationship of oral diseases to the patient’s gen- 
eral condition. I shall then recall briefly the 
medical training of the dental student in order 
to say that in the service of health the medical 
man and the dentist have many things in com- 
mon about which they can and do confer for 
the good of their respective patients. 

In dealing with systemic diseases whether it 
be their diagnosis, prevention, or remedy that 
can be effected by the dentist. I approach the 
subject humbly. If I 
arthritis, duodenal ulcers, focal infections, frac- 


spoke of granulomas, 


tures of the jaw, oral cancers, or relation of oral 
sepsis to systemic disease and other such things 
which I read with interest if not understanding 
from a paper written by Dr. Nix and read by 
him over a Chicago radio station last fall, I fear 
I should be not unlike dear old Father Chianale, 
one of my philosophy teachers in Gonzaga Uni- 
versity who used to say in his repertoire he had 
three kinds of lectures: one hundred dollar lec- 
tures, fifty dollar lectures and twenty-five dol- 
dollar 
both he and his auditors knew what he was talk- 
ing about. 


lar lectures. In a twenty-five lecture 
In a fifty dollar lecture only he. 
In a hundred dollar lecture neither he nor his 
auditors knew what he was talking about. If 
I talked about such things as I mentioned before 
I am afraid only my auditors would know what 
| was talking about. 


I.merely mention them, or rather a part of 
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them, in order to remind you that dental dis- 
orders are directly related to the general health. 
I might further the point by quoting Charles 
Mayo to the effect that “the next great step of 
medical progress in preventive medicine rests 
with the dentists.” 


As to the function of dentists and their 
knowledge, of course the dentist is still a work- 
er with his fingers as are surgeons, still uses 
his skill in restoring lost tooth structure or by 
artificial appliances replaces their loss. How- 
ever, he who thinks of the dentist only as a 
mechanic is little acquainted with the standards 
of education reached by dental schools today. 
In regard to the persistent advance of dental 
schools in increasing their cultural entrance 
requirements and greater insistence on funda- 
mental medical knowledge, Dr, Cutting, Secre- 
American Medical Educational 
Council, at Louisville in March 1936 at a meet- 
ing of the American Dental 
Schools in praise of advance made by such 
schools and in this respect comparing dental 
“Tf the need 
of medical men was as great as the need of 


tary of the 


Association of 


schools with medical schools said: 


dentists and if medical students were as scarce 
as dental students, medical schools would lower 
rather than raise their standards.” 


Today two years of college are required for 
entrance into standard dental schools, the same 
requirement into 
medical schools. in dental schools 
the curriculum for the first two years closely 
parallels the curriculum of medical schools. 
Comparable courses are given in the funda- 
mental medical subjects. From this I do not 
conclude that dentists are trained for the prac- 
tice of medicine; nevertheless if any medical 
man would think that the dentists of today are 
unable to confer with him for the general good 
of his patients he is unscientific. 


as for minimum entrance 


Moreover, 


Medical and dental literature are replete with 
instances of the dentists’ contribution to the art 
of healing and of the necessity of consultation 
between the dentist and physician. Dr. Morton, 
a dentist of Boston, first demonstrated the pos- 
sibility of using anesthetics for all operations. 
Fractures of the jaw have passed from the gen- 
eral surgeon to the dental surgeon. Correction 
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of cleft palates and harelips is done both jp 
dentistry and medicine. In the treatment oj 
oral cancer a dentist is indispensable. No mec. 
cal examination is complete until the patient ha 
been checked by a dentist; no clinic or hospitd 
is properly staffed without a proportionat 
quota of dentists. 

As an instance of the field opened to dentists 
today I might remind you of Dr. Truma 
Brophy, President of the Chicago College oj 
Dentistry, and later dean of the Dental Schook 
after the College was absorbed by Loyola Uni- 
versity of Chicago. Of him the master surgeon 
Dr. J. B. Murphy said: “He had thoughts 
sublime that pierced the night like stars and in 
their mild persistence led men to vaster issues,’ 

From all of this I conclude that in the sery- 
ice of health the medical man and the dentist are 
brothers who must lean more and more on each 
other if their work for their patients is to have 
a conscientious, happy outcome. 





HISTORY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 
IN AMERICA 


WITH SPECIAL REFERENCE TO LOUISIANA 
AND MISSISSIPPI* 


CHARLES A. McWILLIAMS, M. D. 
GULFPORT, Miss. 


While the birth of otolaryngology is usually 
dated from the discovery of the laryngoscope in 
1855 by Garcia, a Spaniard living in England. 
the beginning of this specialty in this country 
dates well before this epoch-making event. 

The golden age of ophthalmology was inaugt- 
rated by Helmholtz’s invention of the ophthal- 
moscope in 1851 and the publication of his 
book with the description of an optical instru- 
ment by which it is possible in the living to see 
and recognize exactly the retina itself and the 
image of luminous objects which are cast upot 
it. Later, Wadsworth, of Boston, and Den- 
nett made improvements which greatly increased 
its usefulness. George Frick of Baltimore in 


*President’s address presented before the Louis 
iana-Mississippi Ophthalmological and Otolaryi 
gological Society, New Orleans, April 30, 1938. 
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1818 was the first American doctor to limit his 
practice to ophthalmology. In 1823 he published 
the first American book on ophthalmology en- 
titled “A Treatise on Diseases of the Eye, In- 
cluding the Doctrine and Practice of the Most 
Eminent Modern Surgeons and Particularly 
Those of Prof. Beer.” 

The first hospital for eye diseases was the 
New London Eye Infirmary, New London, 
1817. The New 
York Eye and Ear Infirmary was opened in 


Connecticut, established in 


1820. Horace Green is known as the father of 
American otolaryngology. He located in New 
York City in 1835. 


bitterly assailed for his teachings which were 


Few men have been more 


in advance of his generation. 

In 1828, Physick, of Philadelphia, published 
a description of the tonsillectome which bears 
his name. At this time and for a long time 
afterward the specialty of otolaryngology was 
generally regarded as twin brother of ophthal- 
mology and remained so until very recently. 

The American Ophthalmological Society was 
founded in 1864. At first otologic subjects 
were discussed at the meeting but it was soon 
found this arrangement was not satisfactory 
and in 1868 the American Otological Society 
was founded. The American Laryngological 
Association followed in 1878. The limitation 
to membership in these two national societies 
made it impossible for many to become mem- 
bers, so the American Laryngological, Rhino- 
logical and Otological Society was founded in 
1895. This society was founded in the office 
of Robert C. Myles of New York City. Myles 
was born in Cove City, Mississippi, and grad- 
uated in medicine from the University of Lou- 
isiana in 1876. In 1887 he assisted Marell Mac- 
kenzie of London in his famous operation upon 
the Crown Prince Frederick William of Ger- 
many. He presented, in 1893, the first paper 
in this country on diseases of the nasal acces- 
sory sinuses. 

The American Academy of Ophthalmology 
and Otolaryngology was organized in 1896 in 
Kansas City. 

In New Orleans, Bolling A. Pope was a 
pioneer in ophthalmology. I have been unable 
to get the year of his entry in special practice 


but he was selected chairman of the Section of 
Ophthalmology of the American Medical Asso- 
ciation in 1879. Oscar Long was a contem- 
porary of Pope and began practice in 1884. 
Edward Wynn Jones graduated from Tulane 
in 1882 and was appointed lecturer and clinical 
instructor in diseases of the eye and ear at Tu- 
lane from 1892 to 1905. Sterling D. Kennedy 
was appointed lecturer in diseases of the eye 
and ear at Tulane University, April 12, 1884 
and resigned in 1890. A. W. DeRoaldes and S. 
D. Kennedy organized the New Orleans Eye, 
Far, Nose and Throat Hospital, July 15, 1889. 

While the general opinion is that DeRoaldes 
was the first in New Orleans to limit his prac- 
tice to otolaryngology, I find this is not true. 
He did some special work but only limited his 
practice to otolaryngology when he returned 
from Paris in 1890. Otto Joachim, a native of 
Issaquena County, Mississippi, after interning 
at Touro Infirmary from 1884 to 1886, spent 
two years in Berlin, Heidelberg and Vienna and 
returned to New Orleans in 1888. He has 
limited his practice to otolaryngology since 1888. 
Joachim established the Ear, Nose and Throat 
Clinics at both Charity Hospital and Touro 
Infirmary. 


However, DeRoaldes as head of the Eye, 
Ear, Nose and Throat Hospital deserves much 
credit for the training of many of our noted 
specialists of the South. For this reason, he is 
often spoken of as the father of otolaryngology 
in New Orleans. He was the first to bring 
diphtheria antitoxin into the United States and 
successfully demonstrated its efficiency at the 
Eye, Ear, Nose and Throat Clinic. He inaugu- 
rated the ambulance service and introduced 
trained nurses at Charity Hospital. In looking 
over the transactions of the Eye, Ear, Nose and 
Throat Hospital we find that C. A. Thigpen of 
Montgomery, Alabama, and C. J. Landfried 
were clinical assistants in 1890 to 1892. The 
latter entered practice in 1896. When Kennedy 
died in 1892, Henry Dickson Bruns was ap- 
pointed chief of the eye service. 

E. A. Robin was called to the position of 
First Assistant Surgeon in the eye department 
in the Eye, Ear, Nose and Throat Hospital in 
1895 and was elevated to surgeon in charge in 
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1914. Gordon King, after graduating from 
Tulane in 1897, was associated with DeRoaldes 
in practice. He was elected chief of the eye, 
ear, ‘nose and throat service in 1900. Homer 
Dupuy was trained at the Eye, Ear, Nose and 
Throat Hospital and began practice in 1899. 
He was noted for his pioneer work with cancer 
of the upper jaw. Marcus Feingold graduated 
from the University of Vienna and came to 
New Orleans in 1897. He became professor 
of ophthalmology at Tulane in 19Q6 succeeding 
W. W. Jones. 

me hx 
and early in his career as a specialist was asso- 
ciated with the late DeRoaldes and at the death 
of the latter he was named surgeon in charge 


Lynch returned from abroad in 1907 


of the hospital. As his candidate's thesis before 
the American Laryngological, Rhinological and 
Otological Society in 1914, he read a paper on 
suspension laryngoscopy which established his 
position for all time. He became a nationally 
known figure in otolaryngology and, as a teacher 
while head of the Eye, Ear, Nose and Throat 
Hospital, did much to put New Orleans and 
the hospital to the front. 

Victor Smith began practicing ophthalmology 
in 1905 and Henry Blum in 1906, in New Or- 
leans. C. W. Loomis was the first specialist to 
locate in Lake Charles. 
1895. Oscar Dowling received his training at 
the New Orleans Eye, Ear, Nose and Throat 
Hospital in 1897 and 1898 and moved to Shreve- 
George Willis Robinson, who took his 


He located there in 


port. 
training at the Manhattan Eye and Ear Hos- 
pital, located there about the same time and 
most probably was there before Dowling. I 
have been unable to get the exact date, Just a 


year or so afterwards G. C. Chandler located 


in Shreveport. Dowling was appointed a mem- 
soard of Health in 1906. 
J. A. Caruthers was the first specialist in 
He located there in 1900. 


ber of the State 


Baton Rouge. 

In Mississippi, W. S. Sims is the recognized 
pioneer in this field of practice. He located in 
Meridian as a specialist in 1884 and remained 
there 1898 when he 
after having been appointed Superintendent of 
the Blind Institute. He was relieved by R. S. 
Curry some years later. C. A. Barber was as- 


Jackson 


until moved to 
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sociated with Sims for some time but he later 
moved to Hattiesburg. 

George L. Izard located in Meridian in 1892 
but after a few years moved to Mobile, Ala- 
bama. 

Andrew Jackson Nabors was practicing 
in Corinth from 1892 to the middle of 1894 
when he moved to Hot Springs, Arkansas. He 
was followed by W. A. Johns who began prac- 
ticing special work in 1898. 

Clement French was the first specialist in 
Natchez, locating there in 1893. R. D. Sessions 
limited his practice exclusively to this field from 
1894 to 1907 but now does general surgery. 

In the middle nineties, about 1896, Alex Mit- 
chell specialized in eye, ear, nose and throat in 
until 1901. 
Eugene Crowther located there in the middle 


Vicksburg. He remained there 
nineties and practiced until 1910. He moved to 
Yazoo City where he is now living. Chris Men- 
gis was there from 1902 to 1905. H. M. Bell 
located there in 1902 and limited his practice 
to ophthalmology. 

W. L. Howard located in Greenville in 1906, 
limiting his practice, and in 1912 moved to 
In Hattiesburg, John R. Jackson 
1900. J. W. 
first to practice in Laurel, locating there in 
1903. D. G. Mohler was the first specialist in 


Gulfport, having located there in 1905. 
SUMMARY 
Since no previous record has been made of 


Memphis. 


located there in Scales was the 


the first eye, nose and throat specialists of 
Louisiana and Mississippi, [ thought that it 
would be of interest to the members of our 
society to present this paper so that a permanent 
record may be made. There are possibly some 
mistakes as it has been very difficult to gather 
these data. 


BACILLARY 


ACUTE AND CHRONIC 
DYSENTERY* 
THEIR RELATIONSHIP TO MANY OBSCURE 
FORMS OF COLITIS AND ENTERITIS* 
JOSEPH FELSEN, M. D. 
NEw York, N. Y. 
There is perhaps no more fertile field for 
*Read before the fifty-ninth annual meeting of 


the Louisiana State Medical Society on May 4, 1938, 
at New Orleans. 
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medical study today than intestinal disease of 
infectious origin. A world wide survey which 
is now almost complete reveals several amazing 
facts. First, there is a high incidence of diar- 
theal disease in both tropical and non-tropical 
regions with a mortality ranging from 6.4 per 
cent in New York’ for proved cases of bacillary 
dysentery to 37.4 per cent in Georgia.? Second, 
the general terminology of “diarrhea and en- 
teritis” used by our public health agencies is a 
frank admission of our ignorance concerning 
their cause. Third, with increasing knowledge 
of intestinal disease in recent years, careful 
studies in various parts of the world have shown 
that a high percentage of these cases are due 
to bacillary dysentery.*** 


RECOGNITION OF THE DISEASE 

Since recognition of the disease is the first 
important step in its control I propose to de- 
scribe briefly the new and atypical forms of 
acute bacillary dysentery. By way of intro- 
duction, it may be stated that the incubation 
period can be as short as 12 hours. The 
Duval type of bacillary dysentery,’ origin- 
ally described by Duval in 1904,® has in 
recent years attained increasing significance 
because of its wide prevalence. In New 
York State, exclusive of New York City, the 
incidence rapidly rose from no outbreaks or 
cases in 1932 and 1933 to seven outbreaks 
and 220 recorded cases in 1937. The strik- 
ing clinical feature in the past has been the 
rather mild nature of the symptomatology. 

In institutional outbreaks, affected children 
often have little or no indisposition, but fre- 
quent bloody bowel movements. I would leave 
this prevalent clinical impression with you, 
but for the disturbing experience that in the past 
few years some of the severest cases of acute 
bacillary dysentery have been of the Duval 
type. The practical implication is not to dis- 
regard carelessly an outbreak because of the 
presumed mildness of the The 
mortality incidence may rise without warn- 
ing. Many of these features have been stressed 
by Silverman’ and others. 


disease. 


TYPES OF DYSENTERY 
The appendicular form of bacillary dysentry 


“12 is ushered in by colicky abdominal pain 
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localized to the right lower quadrant and ac- 
companied by anorexia, lassitude, headache and 
vomiting. There is a moderate pyrexia of 101 
to 102° F. Tenderness may be elicited at Mc- 
Burney’s point and tends to shift with changing 
position of the body. Spastic ileum or sigmoid 
may be felt through a thin abdominal wall. This 
is an important diagnostic feature because in 
acute bacillary dysentery spasm in these regions 
occurs early and persists for some time. En- 
larged mesenteric or epicolic lymph nodes may 
be felt at or near the ileocecal angle, A history 
of diarrhea is helpful in reaching a diagnosis, 
particularly if mucus and bright red blood have 
been present. In some instances, appendicular 
symptoms occur on or about the sixth day when 
diarrhea is no longer a prominent feature. The 
leukocyte count may be normal or there may 
be an actual leukopenia. When the diagnosis 
of bacillary dysentery has been overlooked or 
is in doubt, the patient is promptly operated 
upon. The usual findings are a normal appear- 
ing appendix, but a rather mystifying mesenteric 
lymphadenitis. There may also be seen an acute 


inflammation of the distal portion of the ileum 
which varies in its extent from 3 to 30 cm. 
The wall is thickened, edematous and reddened 
and the vascular arborizations stand out prom- 
inently. The zone of inflammation is of a 
sharply segmental nature, being clearly demar- 


cated from contiguous normal intestine. The 
regional mesenteric nodes appear pinkish and 
succulent. Resection of the affected ileum is 
apt to be followed by peritonitis and death. 
Appendectomy may result in a persistent fecal 
fistula. It is, therefore, advisable in patients 
having the appendicular form of bacillary 
dysentery with acute distal ileitis to close up 
the abdomen without attempting either resection 
of the ileum or appendectomy. Follow-up 
studies have shown that in most instances the 
condition subsides with complete restoration to 
normal within a few weeks. A small percentage 
of cases develop the chronic form of distal 
ileitis. 

The meningitic type of bacillary dysentery™ 
constituted 13 per cent of the hospitalized cases 
in the Jersey City Flexner epidemic of 1934. 
It is characterized by an onset quite typical of 
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meningitis. The neck is rigid, positive Kernig 
and Brudzinski signs are present and, in some 
instances, Headache, vomiting, 
convulsions and drowsiness or stupor are prom- 
inent symptoms during the first 24 hours after 
which the typical enteric manifestations of acute 
bacillary dysentery occur. Spinal tap during the 


photophobia. 


meningitic phase reveals a clear spinal fluid with 
normal cytology, positive sugar and negative 
globulin tests. Of particular interest is the pres- 
ence of labial or nasal herpes in every case of 
this group. It suggests the presence of a virus 
in association with the neurotropic dysentery 
toxin. 

The agranulocytoid type of bacillary dysen- 
tery'* is characterized by a peculiar blood pic- 
ture and typical intestinal manifestations of 
severe dysentery. There is a progressive toxic 
neutropenia with fatal termination in our small 
The total 
leukocyte count may fall below 100 cells per 


series of cases within five weeks. 


cu. mm. with 2 to 10 per cent of granulocytes 
which exhibit varying degrees of toxic degen- 
eration. Bone marrow sections show no evi- 
dence of deficient cell production so that the 
action of the toxin is either on the granulocytes 
in the peripheral blood or on the sinusoids of 
the bone marrow preventing cell migration. 
The pneumonic type of bacillary dysentery” 
is characterized by a short prodromal period of 
rather 
“grippe” such as malaise, headache, anorexia, 


indefinite symptoms suggestive of 
muscle pains or “body aches”. This is followed 
by a chill with sharp rise in temperature which 
may reach 105° or 106° F. There are marked 
prostration, flushed cheeks, a rapid pulse and 
short non-productive cough. Moist rales are 
heard at the end of inspiration and persist after 
coughing. A roentgenogram taken at this stage 
in one instance revealed a localized area of in- 
creased density corresponding in its location to 
the auscultatory signs. In approximately 24 
hours,however, the pulmonary signs and symp- 
toms subside and are replaced by the typical in- 
testinal manifestations of acute bacillary dysen- 
tery which dominate the clinical picture until the 
termination of the disease. 
ASYMPTOMATIC, AFEBRILE AND CONSTIPATED 
FORMS OF BACILLARY DYSENTERY 
These paradoxical types are considered to- 
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gether because their diagnosis is generally pos. 
sible only during epidemiologic surveys. It js 
surprising during outbreaks how many patients 
exhibit the successive stages characteristic of 
the bowel pathology of dysentery and ‘yet are 
comparatively asymptomatic, afebrile or actually 
constipated. These changes have been noted 
by the liberal and repeated use of the sigmoido- 
scope without which many would have undoult- 
edly escaped detection. These patients are not 
healthy carriers since the specific organisms 
disappear from the intestine within the usual 
time, there is a rising agglutination titer and 
the pathologic lesions disappear in one or two 
weeks. It is this bizarre group of patients which 
is frequently responsible for the spread of the 
disease and for its endemic perpetuation. In 
acute bacillary dysentery, therefore, every con- 
tact should be examined and cultured. 
PATHOLOGY OF BACILLARY DYSENTERY 
There is a characteristic three stage intestinal 
pathology’® in the typical case of acute bacillary 
dysentery. In stage one or the stage of punc- 
tate follicular hyperplasia, the lymph follicles 
stand out as pinhead-sized elevations on a red- 
dened mucosal background. In about 24 hours 
the center of each lymph follicle becomes ne- 


crotic and there is beginning ulceration of the 
This constitutes stage two 
or the stage of punctate follicular necrosis. On 
or about the third day the ulcerations become 
confluent or enlarging, remain discrete—the third 


overlying mucosa. 


stage of discrete and confluent ulceration. 
Healing is not synchronous with the cessation 
of diarrhea. It occurs rapidly during the post- 
diarrheal period of constipation when nature 
appears to be splinting the bowel to favor re- 
pair. 

DIAGNOSIS OF ACUTE BACILLARY DYSENTERY 

The diagnosis of acute bacillary dysentery is 
based on clinical symptoms and signs supple- 
mented by laboratory studies. The typical case 
may be described as follow. After a prodromal 
period of malaise, headache, anorexia or nausea 
there occur abdominal cramps which are dif- 
fuse or most marked in the right lower quad- 
rant. Diarrhea ensues and increases in inten- 
sity with a corresponding rise in severity of the 
colic and tenesmus. Spastic ileum or sigmoid 
may be palpated through the abdomen and sig: 
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moidoscopic examination reveals a character- 
istic pathology. Fecal cultures are generally 
positive early in the disease while diagnostic 
bacteriophage and a rising agglutination titer 
occur later. Smears of the mucosal exudate 
reveal a high proportion of polymorphonuclears 
and some large mononuclears and macrophages. 


TREATMENT OF ACUTE BACILLARY DYSENTERY 

Preventive Measures, Since the dysentery 
organism always originates in the intestinal 
tract of one person and is transferred to the 
mouth of another, the hygienic and sanitary 
problem is obvious. It is essentially a public 
health question requiring educational and legis- 
lative approaches. I wish merely to refer to the 
use of vaccination and prophylactic serum the- 
rapy. Repeated intravenous injections of dysen- 
tery organisms into rabbits or intraperitoneal 
injections into white mice, in non-lethal doses, 
make them refractory to subsequent infection 
by the same or more toxic strains. An analog- 
ous situation in humans was presented during 
the Jersey City epidemic of Flexner dysentery 
in 1934. The major epidemic subsided by about 
August 20, only to recur among newly return- 
ing vacationists in early September. It was quite 
apparent that the secondary rise was confined 
chiefly to the non-immunes. At the present time 
the principle of acttve immunization is being 
applied under careful control conditions to 1500 
patients at Letchworth Village, N. Y., where 
Flexner dysentery is endemic. With regard to 
the prophylactic use of antidysentery serum, I 
have been able to demonstrate its protective 
value in white mice with a degree of perman- 
ence compatible with its effective use during 
outbreaks. Davison’? used it successfully during 
an epidemic of Shiga dysentery in 1936. In 
this connection the prophylactic use of human 
serum from recovered cases will also be found 
very efficacious. 

Therapy. Since acute bacillary dysentery is 
usually a self-limited disease, our efforts should 
be directed at neutralizing and eliminating the 
toxin as quickly as possible and combatting the 
toxemia, dehydration and acidosis by appropri- 
ate methods. To accomplish these purposes we 
advocate the early and judicious use of castor 
oil, large quantities of antidysentery serum 
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within the first 24 to 48 hours, absolute rest, 
the liberal imbibition of water or its adminis- 
tration intravenously as 5 per cent dextrose in 
saline and, in severe cases, blood transfusion 
using wherever possible recovered cases of 
dysentery as donors. The R B T (rice-banana- 
tea) diet consists chiefly of rice water or 
strained gruel, ripe bananas and strong tea. It 
may be supplemented by egg albumin, water 
and strained oatmeal gruel sweetened with 
lactose. After the intestinal symptoms have sub- 
sided, the diet is gradually increased, our chief 
guide being sigmoidoscopic evidence that the 
ulcers have healed. 


CHRONIC BACILLARY DYSENTERY 

Some years ago, led on with a curiosity in- 
cited by epidemiologic and laboratory evidence 
in a few cases of chronic ulcerative colitis, I 
endeavored definitely to establish the presence 
or absence of a relationship between this disease 
and bacillary dysentery.’® Clinical observations 
by Gemmel, Wilks and White during the latter 
part of the nineteenth century and more recently 
by Silverman, Hurst, Castellani, Thorlakson 
and others stressed the strong possibility of this 
relationship. The long hoped for opportunity 
was presented in 1934 during the Jersey City 
epidemic of Flexner dysentery. Of 210 patients 
hospitalized at the Medical Center, 122 were 
followed up for 9 to 12 months.4® Of these, 
10.7 per cent or approximately one out of ten, 
chronic 
In 37.7 per 


cent of the 122 cases there were persistent or 


presented unquestioned evidence of 


ulcerative colitis or distal ileitis. 


recurrent signs of diarrhea, watery in character 
It may be 
readily surmised from this brief resumé how 
patients first seen some time after an outbreak 
with bizarre intestinal symptoms might be classi- 
fied simply as cases of enteritis or colitis with- 


or mixed with blood and mucus. 


out regard to the actual pathogenesis. This is 
particularly true of those who were not studied 
during the acute phase or who never sought 
medical attention. 
studies indicating the common pathogenesis of 
chronic distal ileitis, ulcerative colitis and bacil- 
lary dysentery are presented elsewhere. Suffice 
it to state that the chronic lesions merely repre- 
sent a perpetuation of those seen in the acute 


The details of subsequent 





118 


phase with secondary changes incident to 
chronic nonspecific inflammation. In a survey 
now being completed there is rapidly growing 
scientific evidence from all parts of the world 
to the effect that a large proportion of poorly 
defined cases of “colitis”, “enteritis”, “diarrhea” 
or “dysentery” are really bacillary dysentery. 


SUMMARY 

I have purposely stressed the new and atypical 
forms of acute bacillary dysentery because 
recognition of the disease is essential before it 
can be controlled. Careful studies reveal that 
both in the acute and chronic phases bacillary 
dysentery is a disease which, because of its pro- 
tean character often escapes detection. The ris- 
ing tide should merit our serious consideration 
before it overwhelms us and results in unnec- 
essary illness and deaths. There is little excuse 
for the wide prevalence of this disease in our 
country with its presumed hygienic and sani- 
tary facilities. The solution lies in the preven- 
tion of acute bacillary dysentery for which cer- 
tain constructive measures have been suggested. 
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DISCUSSION 

Dr. D. N. Silverman (New Orleans): Great 
credit is due Dr. Felsen for having pointed out the 
protean manifestations of bacillary dysentery in- 
fections. It is a great source of satisfaction to me 
that he showed how true my prediction was 14 
years ago, that unless bacillary dysentery in the 
South was controlled, its dissemination would pro- 
duce epidemics throughout the country. 


We are greatly pleased to hear that now the 
lactose fermenter rightfully is called the “Duval 
bacillus,” because to him is due credit for its dis- 
covery as far back as 1904. 


Many cases of bacillary dysentery go undiag- 
nosed because of the great prevalence today of 
this particular problem. When the blood serum is 
tested, as is the usual form of diagnosis, in the 
laboratory, it is matched against strains of Shiga, 
Flexner, and Hiss, and no attention is paid to the 
lactose fermenter which is so prevalent. 

The question Dr. Felsen brought up, namely, the 
association or relationship between bacillary dys- 
entery infection and these pathologic pictures we 
see in the small and large intestine, is well made. 
Mackie, as far back as eight or nine years ago 
reported 40 cases of ulcerative colitis that showed 
dysentery organisms. 

It has been my unfortunate privilege to have 
seen several cases of definite, acute perforation of 
the colon due to bacillary infection when the in- 
dividual has bacillary dysentery, and the symptoms 
had not been pronounced. You cannot trust it 
no matter what the symptoms are. In some cases, 
a sudden acute surgical abdomen will turn up 
which has existed during a period of months, as 
was the case in two of my patients without symp- 
toms. 

I was very much interested in the relationship 
of some of the manifestations of the disease in 
organs distant to the intestine in primary infec- 
tion. I pointed out for the first time four years ago 
that some conditions, such as arthritis, myocardi- 
tis, and in some instances, irregular function of 
the muscles, are not due to metastasis of the or- 
ganism but to allergic manifestations of the in- 
dividual, constitutional hypersensitiveness to this 
organism, affecting the patient. And that is my 
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point today. We must be careful as to the treat- 
ment of these patients who are hypersensitive to 
the organism, with particular reference to the use 
of vaccine. It is my habit to take care and when 
injecting the vaccines first to dilute very high. If 
the patient shows no reaction when the vaccine 
is diluted, I can inoculate then. Be careful that 
alarming symptoms, such as fainting, a drop in the 
blood pressure, do not occur from use of vaccines. 

Dr. George F. Fasting (New Orleans ) : I have 
had the opportunity to read and study quite 
thoroughly Dr. Felsen’s publications and they war- 
rant a detailed study by any one who wishes to 
be informed on bacillary dysentery. The particular 
feature, I think, is his case presentations and 
pathologic reports, because they contribute very 
much, not only to the study of acute bacillary 
dysentery, but also bridge the gap into chronic 
manifestations of colitis. 


There are many things in his publications, and 
also his statements with which I am at variance. 
There is a phase of his work which is of interest, 
but on which he has spoken less, the so-called 
asymptomatic form. He reports 90 per cent spon- 
taneous recovery in acute cases. This may be true, 
but I doubt it. I believe if we could observe a 
number of these patients later, we would see signi- 
ficant changes and symptoms traceable to this 
particular disease. 

This so-called asymptomatic form is very inter- 
esting to me and I think quite important in New 
Orleans, if not in the State of Louisiana. In the 
past five years, we have had no recognized epi- 
demics in New Orleans or Louisiana, though we 
have had typhoid and paratyphoid. We have had 
throughout the year sporadic cases of bacillary 
dysentery in patients who presented themselves 
at different hospitals. Apparently that would 
seem to indicate carriers of bacillary dysentery in 
the city, but this does not become evident if one 
adopts the macroscopic method of agglutination. 
We do not use that method at Charity Hospital. 
We have a more sensitive method. Our observa- 
tions include agglutinations against other or- 
ganisms. We are able to detect a very high per- 
centage of cases that must have been infected with 
bacillary dysentery of some kind or another. Many 
of these cases have been sent in by physicians from 
other hospitals on the assumption of undulant 
fever. I think you will find that many cases sus- 
pected of undulant fever, when the report comes 
back negative by agglutination, will be bacillary 
dysentery. But I doubt seriously the obtaining of 
bacillary dysentery diagnosis by the macroscopic 
method. 

The high incidence of bacillary dysentery which 
we surmise to exist in more or less chronic form, 
we believe confirmed by agglutination technic and 
by encouraging therapeutic results. 

I think the asymptomatic form of bacillary dys- 
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entery Dr. Felsen so rightfully speaks of, is far 
more prevalent than any of us are aware. This 
brings us to another problem; Where does the 
infection come from? Many patients cannot recall 
having had a disease like dysentery or serious in- 
testinal disturbances. 

The problem, from a public health standpoint is 
going to be difficult, and not so easy as suggested, 
particularly by Drs. Felsen and Silverman. It is 
easy enough to say: “detect it at the source”; but, 
show me a technic that will be adequate to demon- 
strate or to find carriers. To give these patients 
acidophilus milk for three weeks is expensive. The 
procedure proves one important point, that the 
bacillary dysentery organism must exist locally in 
the intestinal tract and will be brought to the 
surface at a certain date by a given diet. I think 
it is rather an expensive and laborious procedure 
to have to wait three weeks before the dysentery 
organisms come through. 

I have a series of questions for Dr. Felsen that 
I want to read: (1). Have you any clinical evi- 
dence that “high titer anti-dysentery serum” is 
of value? 

2. You have suggested for transfusion of severe- 
ly ill patients the use of blood from “donors with 
high diagnostic titers for bacillary dysentery”. Are 
not such donors to be considered as afflicted with 
infection of the dysentery group? 

3. Are you satisfied with the diagnostic sensitiv- 
ity of your macroscopic agglutination method? 

4. What agglutination titers for undulant fever, 
typhoid and paratyphoid does the blood exhibit, 
that have agglutination for the dystentery group in 
1/100? 

5. Have you a satisfactory laboratory procedure 
for establishing dysentery carriers in food hand- 
lers? 

Dr. Felsen (In conclusion): 
to answer Dr. Fasting’s queries. 


I shall endeavor 


First, as to the value of high titer anti-dysentery 
serum. In my opinion there are two requisites 
for an effective therapeutic serum in bacillary 
dysentery. It must have a high antitoxin content 
and it must be used within the first 24 to 48 hours 
of the disease. 


Second, as to the use of recovered cases as don- 
ors. In sporadic or epidemic outbreaks .there is 
nearly always an adequate supply of such donors 
available. The whole blood or serum may be used 
either for prevention or therapy. The prophylactic 
use of such serum is invaluable for new born in- 
fants and babies since they receive no protection 
from the mother. There is no appreciable placental 
transmission of agglutinins from the mother to 
the new born infant. Outbreaks may be quickly 
terminated in this manner, particularly because of 
the antigenic specificity necessarily responsible for 
this type of anti-serum. Where recovered cases are 
not available, polyvalent commercial anti-dysentery 
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serum may be used for prophylactic purposes. 
Where the time factor permits, a high titer serum 
may be quickly produced in rabbits. In any case, 
the serum is administered subcutaneously ten to 
twenty cubic centimeters to babies and larger quan- 
tities to older children and adults. 


Third, as to the diagnostic sensitivity of the 
gross agglutination test, using eighteen hour broth 
cultures four hours incubation at 55° C. and ice 
box overnight. We use this method exclusively 
since our readings err on the side of conservatism. 
In many instances check readings by other methods 
have given titers twice as great. 


Fourth, as to carriers in bacillary dysentery. 
Every carrier in this disease is a sick carrier, a 
point which can be readily shown by complete 
clinical, sigmoidoscopic and radiographic exami- 
nations. 


Lastly, as to the crypt aspiration—spray culture 
method. This examination is carried out under 
direct vision through the sigmoidoscope. We be- 
lieve that in many instances the dysentery organ- 
isms lodge deep in the crypts of Lieberkuhn. By 
aspirating the crypts and spraying the material 
directly on an Endo plate our percentage of posi- 
tive cultures has risen appreciably. 
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A little over a century ago (1829-1835) 
Cruveilhier first recognized gastric ulcer as a 
typical, well characterized disease form. Since 
then medical writers have attempted to throw 
light on the puzzling phenomena of the disease 


—its origin and its slow healing process. <A 
formidable volume of literature on the subject 
has been accumulated. Fogelson' states that 
approximately one thousand new articles on 
gastroduodenal ulceration appear yearly in the 
literature, but in the words of Moynihan? “un- 
happily its value is by no means proportionate to 
its bulk.” We field 


therefore step into the 
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reluctantly to add a mite of information from 
the age-old book of experience. 


DEFINITION 

The question is often asked—why does not 
the stomach digest itself when, as we know, 
the stomach is able to digest raw meat? Moyni- 
han* propounds another question, thus: “The 
epithelial cells of the stomach are born, reared, 
and grow constantly in an acid medium; why 
should they all of a sudden lose that inherent 
wonderful quality and be afraid of an acid?” 
One answer seems to furnish a_ satisfactory 
reply to the above question, i. e., as long as the 
proper amount and quality of nourishment is 
being regularly furnished to the cells and they 
are at the same time being protected by a suf- 
ficient amount of pure mucus, they are not 
afraid of an acid and pepsin, but let them be 
deprived of nourishment and protection for a 
certain period and the digestive elements of the 
gastric juice will attack and destroy them. The 
definition then of an ulcer can be rendered 
thus: a self-digestion of a part of the stomach 
or duodenum, esophagus or jejunum, as the case 
might be. This brings us to the discussion of 
factors. 

ETIOLOGY 

The etiology of gastroduodenal ulcerative 
disease is still a speculative matter. McClure of 
Boston* once remarked that there is perhaps no 
field in medicine more burdened with unproved 
theories than that of the diseases of the gastro- 
intestinal tract. The above statement is particu- 
larly true in regard to the etiologic studies of 
gastroduodenal ulcer. Numerous theories have 
been advanced by various authors; some were 
based upon what appeared to be conclusive ex- 
perimental data. The following are the theo- 
retical assumptions regarding ulcer etiology: 
Constitutional make-up; focal infection; neuro- 
genic factors; the inherent cefense and healing 
properties of the organism; the influence of 
hot and cold food; alcohol and tobacco irrita- 
tion; overindulgence in food; capillary stasis 
of the gastric mucosa followed by erosion ; toxic, 
climatic and racial causes; local disease of the 
blood vessels; arteriosclerosis; embolism and 
thrombosis; excessive carbohydrates and lack 
of vitamins in the diet; disturbance in the 
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mechanics of the stomach; pylorospasticity lead- 
ing to local necrosis; disproportion between the 
acidity and alkalinity of the gastric and duo- 
denal juices; deficiency of antipepsin; food 
allergy; and the erosive action of the gastric 
juice. The bulk of recent experimental evidence 
favors the acid erosive theory; thus, one or 
more of the above mentioned factors prepare 
the soil by lowering the physiologic resistance 
of the cells; then the unbuffered, unneutral- 
ized gastric juice assumes the primary role in 
the production of an ulcer. Sippy® was its 
Hurst and Stewart,® 
Mann,’ Ivy and Dragstedt,* and others share 
the same view. We are all undoubtedly familiar 
with the surgical experiments on animals aim- 
ing at diversion of the alkaline, biliary, and 
pancreatic juices. An ulcerative lesion invaria- 
bly develops, grossly and microscopically very 
similar to that found in man. When the pro- 
vocative gastric juice is diverted or neutralized 
the ulcer promptly heals. When coarse foods 
are fed to the animals operated on, it tends to in- 


staunchest supporter. 


crease the rate of ulcer formation, and to make 
This confirms 
the assumption that mechanical irritation is an 
important factor. It is universally admitted that 
the neurotic, worrisome, emotional, and hard- 


the ulcer prone to perforate. 


working person is most likely to develop gas- 
tric or duodenal ulcer. 


Ulcers of the stomach and duodenum are 
fundamentally alike, according to Sippy® and 
others. Such differences as exist are due very 
largely to the complications peculiar to the 
stomach and duodenal location of the ulcer. A 
transition from a benign state to malignancy 
is not uncommon in gastric ulcer, while the 
duodenal lesion is seldom if ever transformed 
into a malignant state. Duodenal ulcer is more 
frequent in men, three or four times, while 
gastric ulcer is more common in women. No 
age is exempt, it having been described even 
in infants, however, the disease occurs mostly 
between 18 and 45 years of age. 


SYMPTOMATOLOGY 


The subjective symptoms of ulcer are not 


always clean-cut; the definite classical pattern 
We must agree with 
Crohn?® who states, “the recital of the clinical 


is not always present. 


course of an ulcer patient varies greatly accord- 
ing to the pain-sensitivity of the afflicted indi- 
vidual. The hypersensitive complains of con- 
tinuous symptoms ; the normally sensitive allows 
us to plot a curve of the ulcer activity; and 
the subsensitive or insensitive does not complain 
until it is almost too late.”” We favor the classifi- 
cation of ulcer cases into two main groups, 
thus: (1.) The definite classical pattern; (2.) 
the bizarre and puzzling, difficult to analyze and 
evaluate. 


In group one the ulcer discomfort runs a 
course as follws: At first there is a vague 
dyspepsia-like distress, unrelated to eating or 
to anything else the patient may do. After 
weeks or months the discomfort is transformed 
to pain which appears at definite times. There 
are three types of ulcer pain: early pain which 
immediately follows feeding; late pain which 
arises one to three hours after a meal; and 
hunger pain which occurs on an empty stomach 
and disappears after renewed ingestion of food. 
This relationship between pain and the filling 
of the stomach is extremely characteristic of 
gastric ulcer and the patient should therefore be 
questioned carefully with regard to it. The 
intensity of the pain is not necessarily related 
to the size of the ulcer. The pain does not 
set in with full intensity but develops gradually. 
Moynihan? calls it the rhythm of the pain. In 
cases of gastric ulcer, the pain after an 
interval follows the taking of a meal, gradually 
disappears before the next meal. In cases of 
duodenal ulcer, the pain continues until the next 
meal. The gastric rhythm is “food, comfort, 
pain, comfort.” The duodenal rhythm is “food, 
comfort, pain.” The pain may appear for 
months with clock-like regularity in relation to 
eating. It may then disappear for a long period 
by the aid of some treatment, or without it, 
to reappear after an interval of months. In 
some instances it occurs during the spring and 
fall. The character of the pain is gnawing, 
boring, sharp, knife-like, or a vague distress, 
pyrosis-like, localized or radiating, relieved by 
food, milk, or sodium bicarbonate. Vomiting is 
sometimes a prominent symptom in gastric ulcer. 
If persistent, one may suspect pyloric obstruc- 
tion due either to edema, functional spasm of 
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the pyloric sphincter or to contracted scar tissue. 
Various manifestations of indigestion such as 
heaviness, fullness and bloatedness, nausea, 
belching, general ill-feeling, headache, weakness, 
may or may not be present. The patient is 
oftened awakened at night from a sound sleep 
by pain and is relieved by food, soda, or milk 
of magnesia. 


In group two or atypical cases, many ano- 
malous pictures may present themselves. The 
location of the pain may vary considerably; it 
may be in the chest, over the gallbladder area, 
or in the lower abdomen. No uniformity in 
symptoms may be detected. The hyposensitive 
individual may deny the existence of pain or 
discomfort in spite of the deep crater demon- 
strated by x-ray. The hypersensitive may com- 
plain of severe agonizing pain but the x-ray 
fails to prove evidence of ulcer. In still another 
group the first intimation of the existence of 
ulcer may be perforation, hemorrhage, gastric 
retention, or hourglass or other deformities. 
Again, ulcers in their incipiency often escape 
our detection. The differentiation between gas- 
tric and duodenal ulcer on the basis of the 
history and physical findings is only of academic 
interest. It is hardly correct in 50 per cent of 
the cases. The x-ray is the best judge in the 
matter. The complete mechanism of pain is still 
imperfectly understood. The irritation by 
hydrochloric acid of motor nerves in the base 
of the ulcer is generally considered to be the 
fundamental cause. Hurst claims that the motor 
disturbance produced by this stimulation pre- 
vents relaxation of the pyloric sphincter. As 
peristaltic waves drive fluid downward against 
the closed pylorus, there is distension of the 
wall of the pyloric antrum and pain results 
from this “Strech stimulus” of nerve endings 
in the antrum wall. 


DIAGNOSIS 


Even present day diagnostic methods are not 
so fairly accurate in the detection of gastric 
or duodenal ulcer. Alvarez** states, “diagnosis 
of peptic ulcer is difficult; even the roentgen- 
ologist finds trouble. In a clear cut case every- 
thing points the way: Symptoms, high acid, 
cap defect, relief with two hourly feedings, 
lesion at operation and cure after gastro-enter- 
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ostomy ; but in puzzling cases there are strange 
contradictions in the evidence.” Time does not 
permit adequately to cover all the diagnostic 
points of such a broad subject but a few salient 
points will be noted. 


The value of a careful history cannot be too 
strongly emphasized. The physical examination 
is only of importance when a definite sore spot, 
rigidity, or an infiltrated scar can be palpated 
in the recumbent or upright position, The prin- 
cipal value of the test meal is the detection of 
gastric retention and gastric bleeding. Pyloric 
obstruction can be suspected when food eaten 
the day before can be found in the aspirated 
fluid on an empty stomach, or after a test meal; 
when frank or occult blood is readily detected 
by appropriate chemical means, a lesion cer- 
tainly exists. We lay stress on the constancy 
of occult blood in gastric contents. When in 
addition, achylia is encountered, we are justi- 
fied to suspect malignancy. 

Roentgenologically, a gastric ulcer can be 
identified by a niche on the greater or lesser 
curvature, a punched out area, a ‘V’ shaped or 
other deformity. If the lesion is on the anterior 
or posterior wall, it is liable to escape detection; 
sometimes there is a greater concentration of 
barium in the crater and it is recognized as an- 
area of opacity. Duodenal ulcers produce de- 
formity of the cap due to crater, scar tissue, 
or spasm of muscle layer. Hourglass deformity 
or other structural changes are of importance. 
Careful fluoroscopic examination is of inestim- 
able value. 

Intragastric photography by the aid of the 
gastrophotor (F. G. Black) ,!° although of value 
has found favor with only a few who are unusu- 
ally skilled in its employment. 

The gastroscope which has been recently in- 
troduced is a very valuable addition to our diag- 
nostic armamentarium. Clinical gastroscopy did 
not exist before 1922. To appreciate its full 
value, one must read the volume on the subject 


by Schindler, recently published. In his book, 


he quotes Morawitz, thus: “Gastroscopy has 
already attained sufficient recognition and will 
soon become a method which the gastro-enter- 
ologist must master just as the urologist did 


cystoscopy.” Professor Duval!* of the Univer- 
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sity of Paris states: “Gastroscopy must be now 
4 routine method of examination of the stomach, 
It must be considered of the same rank as 
radiology; it is neither superior nor inferior 
in its value; it is absolutely indispensable.” Gas- 
tric pathology can be studied best by the aid of 
gastroscopy; even small, early, benign gastric 
ulcers can be plainly seen. The progress of the 
ulcer under treatment can be observed. Ulcer- 
ative carcinoma can be visualized. Ulcers which 
could not be demonstrated by x-ray have been 
found to exist by the aid of the gastroscope. 
It is therefore highly desirable to study and 
practice gastroscopy as a diagnostic aid in 
diseases of the stomach. 


THERAPY 

Here we meet the stumbling block of the 
ulcer problem.. With the etiology still in the 
realm of mystery the specific treatment cannot 
be properly applied. Lesions outside the gastro- 
intestinal tract under modern aseptic regimen 


heal rapidly. In the gastrointestinal tract con- 
stant motion and digestion go on. The ulcer is 
the result of factors permitting self-digestion. 


It those factors can be removed and self-diges- 
tion arrested, the ulcer will heal. The internists 
and surgeons have devised plans and schemes 
neither of which are perfect; neither can claim 
a full measure of success; much has been done, 
but a great deal must yet be accomplished before 
we can classify it as a curable disease. How- 
ever, let us not develop the impression that the 
medical treatment of gastric or duodenal ulcer 
is hopeless. Our experience teaches us to in- 
clude ulcer among the diseases which respond 
gratifyingly to internal therapeutics. In cor- 
roboration of such a contention, we wish to 
quote one of the leading surgeons of this coun- 
try, Balfour,’* who makes the following state- 
ment: “In cases of uncomplicated ulcer it is 
most important that surgical measures shall not 
be undertaken until adequate medical treatment 
has been tried and has failed.” Charles Mayo 
once remarked that he never operates on a 
duodenal ulcer unless it was cured nine times 
medically. The trouble arises when the patient 
is unwilling to cooperate or unable to on ac- 
All of us agree 
that surgery is indicated where complications 


count of economic reasons. 


are present, such as pyloric obstruction, acute 
or subacute perforation, carcinomatous degen- 
eration of ulcer and sometimes hemorrhage. 
Surgical procedures are contraindicated during 
the time of bleeding, unless failure of the ac- 
cepted measures is in evidence. 

The aims of ulcer therapy are: (1) Elimin- 
ation or control of the several factors believed 
responsible for the occurrence and maintenance 
of the lesion; (2) to allow the surface of the 
ulcer to cover with epithelium; (3) to prevent, 
if possible, complications; (4) to prevent gas- 
tric or duodenal infection; (5) to 
body nutrition. 


maintain 


Bearing in mind the above aims, I believe 
that even the mildest case should have at least 
seven days of rest in bed, followed by an am- 
bulatory plan of treatment. Moderately severe 
or chronic stubborn cases must go to bed for 
from four to six weeks. 
accomplish a cure? 


How can we hope to 


(a) By a complete rest of mind and body; 
small and frequent feedings of a bland diet. 
The food must have three virtues, thus: must 
not excite the production of hydrochloric acid ; 
must have a high combining power with hydro- 
chloric acid; and must leave the stomach rap- 
idly and have no residue. In this respect bear 
in mind Cannon’s observations : “Carbohydrates 
leave the stomach first; proteins are next in 
order; fats remain the longest.” Addition of 
necessary vitamins, particularly vitamin C, 
help in healing the mucosal defect and counter- 
act the danger of bleeding. 

(b) Neutralization of excessive acid by diet 
and drugs. 

(c) Removal of stagnant gastric contents 
from the stomach by lavage, 

(d) Removal of oral sepsis and other foci 
of infection. 

The above basic principles gave impetus to 
the development of various methods of treat- 
ment, thus: Leube,’* Lenhartz, Sippy,” 
Smithies!?, non-specific protein,’® mucin,” 
aluminum hydroxide versus alkaline powder,”° 
and continuous drip.24_ Each of the above 
methods had its period of success and its advo- 
cates. Medicine, like time, marches on. New 
styles displace the old ones. We will therefore 
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leave the academic discussion concerning the 
merit of the older methods to textbooks, and 
dwell more on the universally accepted plan and 
its newest modifications. 


ANTI-ACID THERAPY 
With the turn of the twentieth century strong 
advocates of the neutralization of gastric acidity 
found many enthusiastic followers. This has 
been accomplished with more or less success by 
the use of alkaline powders, such as sodium 
bicarbonate, calcium carbonate, magnesium 
oxide, bismuth subcarbonate, sodium citrate and 
tribasic calcium or magnesium phosphate. The 
Sippy or modified Sippy method has found 
great favor with many physicians since 1915; 
it is the usual conservative treatment. The plan 
is well known to all of you. In our practice, we 
eliminate the excessive use of cream which is 
not well tolerated by a number of patients; fats 
remain too long in the stomach. The objections 
to the use of alkaline powders are as follows: 
Short-lived acid neutralization, danger of alka- 
losis, secondary acid rise and sometimes influ- 
ence upon intestinal motility; patients with im- 
paired renal or hepatic function are more prone 
to develop alkalosis, as excesses of either acid 
or basic substances are not excreted with cus- 
tomary rapidity. We have observed three pa- 
tients with typical syndromes of renal colic as 
a result of alkalies. Our custom is to prescribe 
antispasmodics before meals and small doses of 
alkalies after meals. With this modification, the 
relief from pain is quicker, the danger of alka- 
losis is less and the results are more satisfactory. 


The antispasmodics used are bromides, bella- 
donna and luminal, or the newer preparations of 


For gaseous distension, we advise 
To overcome the lack of acid 


atropine. 
bowel flushes. 
neutralization at night the patients are fed once 
or twice during the night. Alcohol and tobacco 
are strictly prohibited. The “follow-up-ulcer” 
diet is continued for one year or more. When- 
ever possible the revisualization of the gastro- 
intestinal tract is advised. 

At this stage, we wish to express our views 
regarding other newer methods. We have tried 
them all with an unbiased viewpoint and our 
conclusions are as follows: The warm advocacy 
of mucin (Anderson and Fogelson)!® cannot 
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be accepted as a cure for ulcer. It is used 
sometimes as an adjunct when alkalies are not 
The deficit of 


mucin protection as a factor in ulcer is merely 


tolerated, but never by itself. 


a theory but not a proved fact. The intramus- 


cular injections of non-specific proteins or 
other chemical agencies advocated long ago by 
Haller?? and by Pribram,** has been revived of 
late in such preparations as synodal, histidin or 
larostidin, hemoprotein, and aolan. We agree 
with other writers that they by themselves have 
no curative value in ulcer, but can be used some- 
times to obtain quicker relief from pain, as an 
adjunct to diet and alkalies. The effect is prob- 
ably psychic. Our faith lies in rest, diet and 


acid neutralization. 
ALUMINUM HYDROXIDE THERAPY 


The use of aluminum hydroxide in peptic 
ulcer followed the use of kaolin in gastrointes- 
tinal conditions. In 1932, Einsel and Rowland” 
reported favorable results in 25 patients. To 
the modified Sippy diet, four grams of pow- 
dered aluminum hydroxide in water was used 
after each feeding. Their studies convinced 
them that a colloidal suspension of aluminum is 
capable of fixing ten volumes of N/10 hydro- 
chloric acid. Complete symptomatic relief oc- 
curred in 13 patients. Further studies in 1934 
by Einsel, Adams, and Myers? demonstrated 
that the prolonged administration of colloidal 
aluminum hydroxide depresses the gastric acid 
response to food, but inflicts no injury which 
prevents the return to normal after cessation 
of therapy. The continuous alkalinized milk 
drip into the stomach was advocated by Winkel- 
stein! in 1933. At the rate of forty drops a 
minute through an in-dwelling Levin tube a 
constant buffer is maintained. It is of great 
value in severe intractable ulcers. The above 
authors used the Winkelstein continuous drip 
method with aluminum hydroxide. The acid- 
base balance of the blood is not influenced 
adversely and the acid fixing power is high. 
The prompt relief of pain was one of the most 
striking results. Gastric and duodenal ulcers 
studied roentgenologically healed in from seven 
to fourteen days. The treatment is well toler- 
ated. No untoward effects were observed. These 
results have also been reported by Rowland,” 
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Jones, ** and others. Various preparations are 
on the market. We have used it in a number 
of cases with satisfaction. To overcome the 
nauseating effect which some patients complain 
of, we suggest teaspoonful doses in two ounces 
of Vichy. Recently, the continuous drip method 
of amphojel, a preparation of aluminum hydrox- 
ide, has been advised and a simple outfit for 
that purpose has been placed on the market. 


It might be of interest and value to give a 
resume of 150 cases selected at random from 
the files. The majority (111) were males, 
females, 39. 
were children, from eight to 13 years of age. 


Three among the entire number 


In 109 cases, the location of the ulcer was on 
the duodenal side, the balance of 41 were on 
the gastric side. Only 20 of the entire group 
were recommended for surgery. The various 
medical methods of treatment were adopted in 
130 cases. As a rule, we study and treat pri- 
marily the individual, not the ulcer per se. 
Every ulcer case should be individualized and 
the suitable plan of treatment outlined accord- 
ing to individual adaptability. A certain method 
for a group of ulcer cases is never practical. 
The conventional diet-sedation (modified Sippy 
regimen) was the predominant method, often 
plus something additional in selected cases. The 
results in the majority of medical cases as far 
as they could be traced were quite satisfactory. 
A recheck of gastric acidity and re-examina- 
tion by x-ray were made in a number of them 
during a two year period following the first 
treatment. A change in the original plan of 
treatment was sometimes more successful. One 
patient, through misunderstanding, kept up a 
milk and cereal diet for three months, as per 
first instructions in a clinic. When first exam- 
ined, she presented a typical pellagrous syn- 
drome, This danger point must be borne in 
inind by every practitioner of medicine—“food 
deficiency disease following a too rigid ulcer 
Alcohol and 
tobacco were strictly forbidden. It was inter- 
esting to observe that in some patients the pain 
disappeared only when tobacco was eliminated. 
Recurrences in a majority of cases were due to 
carelessness in diet, the use of tobacco, business 
worries, overwork, lack of proper rest, and an 


diet for a protracted period.” 


onset of an acute intercurrent infection. The 
gastric acidity in a number of cases remained 
unchanged in spite of the alkali neutralization 
treatment, although the pain disappeared or was 
greatly diminished. From recent observations 
with aluminum hydroxide salts, we believe that 
there will be a better chance to reduce the 
acidity, especially with the continuous drip 
method. As regards the laboratory side in the 
study of ulcer cases, we wish to mention two 
points of interest: First, that 73 cases gave a 
positive occult blood of the gastric contents. 


This should be a routine clinical laboratory test 


in preference to occult blood in the stool. 
Second, that only 37 of the entire group when 
first examined had a normal blood; all the 
others suffered from anemia, from a mild to 
a severe grade. Twenty-two of the medical 
patients suffered from hemorrhage, once or 
several times. In the 20 surgical patients the 
following procedures were used: 13 were gastro- 
enterostomized; six were partially gastrectom- 
ized; one had a Finney pyloroplasty. 

Their results were as follows: One partial 
gastrectomy operated on by Finsterer of Vienna, 
during his visit to New Orleans, lived in per- 
fect comfort foér seven years, and died of 
pneumonia; one was partially gastrectomized 
three times for hemorrhage resulting fatally 
after the last operation; the pyloroplasty had 
to be reoperated on three time and he finally 
died of gastric carcinoma; of the 13 gastro-en- 
terostomized, five had recurrence of pain with 
evidence of jejunal ulcers and three suffered at- 
tacks of hemorrhage. 


Gastro-enterostomy is the method of choice 
in cases of pyloric obstruction by dense adhe- 
sions, constriction of pyloric sphincter by ex- 
treme gastroptosis or by a healthy scar and no- 
open active lesion existing at time of operation. 
Three patients of this type responded very 
well to the above plan and for years had no 
discomfort whatever. 

We have refrained from discussing the com- 
plications of ulcer, such as perforation, hemor- 
rhage, pyloric obstruction, and carcinomatous 
degeneration of ulcer, for lack of time. 


SUMMARY 
I wish to quote the words of Crohn,” “To 
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cure an ulcer under a given type of treatment 
that is based on rest and diet is an easy matter. 
To perpetuate that result is the problem. Recur- 
rences are prone to follow sooner or later. Like 
the obstetric patient, few persons can long 
remember the distressed days and painful nights 
of ulcer activity.” Modern life with its numerous 
temptations, overburdened with responsibilities 
and irregularities, contributes much to disease 
in general and ulcer in particular. Where is the 
Great Master who can alter the present status 
of life in a most restless. universe? Only then 
will the human génius conceive a perfect scheme 
for control or cure of the much dreaded afflic- 
tion, gastric and duodenal ulcer. 
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DISCUSSION 

Dr. J. E. Knighton (Shreveport): Dr. Levin has 
covered the various phases of his subject to the 
extent that a discussion should only be necessary 
to emphasize some of the points, which he has 
covered. 


Regarding diagnosis, I think we are making fewer 
errors than formerly. There was a time when a 
diagnosis of ulcer was frequently made in neurotic 
patients in whom the real condition consisted of 
spasticity of the pylorus and other parts of the 
digestive tract associated with hyperchlorhydria. 
The x-ray study of these patients frequently re- 
veals abnormal appearance of the pylorus and 
duodenal cap. When this is observed in -associa- 
tion with spasticity of the colon it may usually be 
assumed that the distorted pyloric and duodenal 
picture is due to spasm. 

Regarding treatment, I shall only state that I 
agree with Dr. Levin’s suggestion regarding rest 
and diet, and that some of the more recent medical 
measures may have real merit in properly selected 
cases. I also desire to emphasize what the essay- 
ist has said regarding recurrence of activity of an 
ulcer after a period of freedom from symptoms in 
many instances for a considerable time. We should 
not be over-optimistic regarding the cure of ulcer. 
Every patient should be made to understand that 
their diet and habits of living should be guarded 
for a period of at least twelve months after com- 
parative freedom from symptoms. 

Dr. Donovan C. Browne (New Orleans): Whether 
we wish it or not, the question of peptic ulcer is 
becoming an increasing and more evident problem 
and it is not unwise that its various aspects should 
be reviewed again. It might be well to change 
the term “treatment of peptic ulcer” to “‘manage- 
ment of the peptic ulcer patient,” since it becomes 
not merely the treatment of the immediate ulcera- 
tion but management of the patient and adjusting 
his routine to give the maximum assurance of the 
future. 

Concerning the etiology of peptic ulcer, I prefer 
to think that certain individuals have a constitu- 
tional predisposition and when secondary factors 
which we have considered etiologic appear, the 
patient develops a peptic ulcer. One of the prin- 
cipal factors from the clinical standpoint is hyper- 
acidity, for unless this can be controlled, it is 
certain that the immediate ulcer will not heal. 
Without going into the various methods of treat- 
ment, I would like to comment on the use of the 
continuous drip method. This procedure offers 
distinct advantages in that there is a continuous 
neutralization of the stomach content and the ad- 
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vent of aluminum hydroxide has added another 
advantage in that the danger of alkalosis is done 
away with. The value of continuous neitralization 
in handling the immediate ulceration has been well 
established, and our results with this procedure 
have been most gratifying, especially in the border 
line surgical cases of penetrating ulcer. 

One other factor I feel should be stressed, the 
deficiency diets. It is notable that the ulcer pa- 
tient at sometime or another goes on an unbal- 
anced diet, either of his own volition or in the 
course of his treatment by the physician, and I 
feel sure that many instances such as recorded by 
Dr. Levin occur. The work of Smith with vitamin 
C deficient diet is noteworthy. A large percentage 
of his animals developed gastric ulcers. Watters, 
following this up clinically, has found many of 
the ulcer cases with vitamin C deficiency. Effect 
of vitamin CC on the healing process of wounds 
you are familiar with. These observations, along 
with the work of Quick on vitamin K, I feel open 
a great field for the clinician in the management 
of the peptic ulcer patient. 


Dr. Alton Ochsner (New Orleans ) : I think it is 
extremely interesting to review Dr. Levin’s statis- 
tics concerning the surgical treatment of his Cases. 
Of the 13 patients who had been treated by gastro- 
jejunostomy, five developed subsequent jejunal 
ulcers, an incidence of approximately 38 per cent. 
This is not a uniquely high incidence, but cor- 
responds closely to clinical and experimental obser- 
vations made by numerous investigators. It has 
been repeatedly affirmed that the promiscuous per- 
formance of gastro-enterostomy will be followed by 
an even higher incidence of occurrence. The expla- 
nation for this lies in the existence of a predispos- 
ing factor, which is present in all individuals and 
has been referred to as “tissue susceptibility.” 
This consists of an inherent vulnerability of certain 
portions of the gastrointestinal tract to the peptic 
digestive activity of acid gastric chyme. This in- 
herent lack of ability to resist the digestive erod- 
ing effect of the acid gastric juice increases with 
the aboral distance from the pylorus; i. e., the 
jejunal mucosa is more susceptible-than the duo- 
denal and the ileal is more susceptible than either 
of them. Thus, it is perfectly obvious that gastro- 
jejunostomy performed in patients whose gastric 
acidity is normal or increased is a dangerous pro- 
cedure because of the likelihood of an ulcer devel- 
oping in the jejunal mucosa opposite the stoma. 
On the other hand, gastro-enterostomy is the opera- 
tion of choice in those cases in which there is 
present a hypochlorhydria or an achlorhydria as a 
result of pyloric occlusion, chronic gastric stasis, 
and consequent atrophic gastritis. It is, therefore, 
imperative in all cases of peptic ulceration in 
which an operative procedure is considered that 
careful preoperative gastric analysis be made. 


As emphasized by Dr. Levin and Dr. Browne, 


therapy of peptic ulceration per se cannot be con- 
sidered surgical. I am convinced that surgery of 
gastroduodenal ulceration should consist largely, 
if not entirely, of the treatment of complications. 

Dr. A. L. Levin (In closing): I wish to lay 
stress on the modern plan in the treatment of 
peptic ulcer regarding the control of the acid 
factor. The neutralization by alkalies is of value, 
but there are danger points and drawbacks as out- 
lined in my paper. Researchers have developed a 
new plan, namely, the use of aluminum hydroxide 
as an absorbent of the acid. I have tried it and 
am satisfied that it is superior to alkalies. There 
is no danger of alkalosis or secondary irritation 
with the production of higher acid values. I had 
the opportunity years ago to discuss the subject 
of acid factor in peptic ulcer with Dr. Finsterer 
of Vienna, the advocator of partial gastrectomy 
for the treatment of peptic ulcer. He was con- 
vinced that his theory of destroying the acid-bear- 
ing area will cure and prevent the recurrence of 
peptic ulcer. The jejunal ulcer after a gastro- 
enterostomy, he believed, was due to the fact that 
the surgeon makes a new opening through inflamed 
gastric mucosa. Get rid of the acid and the ulcer 
will heal. The suggestion then recently made by 
workers in this field to use the continuous am- 
phojel drip, or as Winkelstein advised the con- 
tinuous milk drip, is a good one and promises fine 
results. 





THE USE OF CAMPHOR-IN-OIL TO 
CHECK LACTATION*+ 


EARL CONWAY SMITH, M. D.** 
NEw ORLEANS 


Conditions are not infrequently encountered 
in the puerperal woman and infant that indicate 
lactation should be checked completely or sup- 
pressed. Some of these conditions permit the 
breasts to become “‘over-filled”, and their sensi- 
bility is so greatly increased, that the woman’s 
constitution is reacted upon. Local and general 
conditions may affect the mother in such a way 
that nursing would be contraindicated for the 


good of herself or the infant. Conditions may 


*Preliminary report to the Louisiana State Uni- 
versity Medical Center Faculty Club, February 18, 
1938. 

+Presented to the Louisiana State Gynecological 
and Obstetrical Society, May 2, 1938, New Orleans, 
La. 

**From the Department of Obstetrics and Gyne- 
cology, Louisiana State University Medical Center, 
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occur in the infant that render nursing inadvis- 
able. It, therefore, behooves the attending 
physician to be able effectively to control lacta- 
tion, not only for the good of the mother and 
infant generally, but also to prevent the devel- 
opment of inflammatory conditions that fre- 
quently arise, following the use of ineffective 
measures, 
CONTROL OF LACTATION 

Lactation may be effectively controlled in one 
of two ways: (1) Maintenance of proper sup- 
port to the breasts,’ either with adhesive tape 
or “special type” brassieres, restriction of fluid 
intake, perhaps saline cathartic and perhaps 
application of ice bag; (2) use of camphor-in- 
oil by hypodermic administration. 

My discussion will be limited to the second 
method. The effect of camphor on the breasts 
was first noted clinically by J. Rosenblatt? in 
1922. 


given to nursing mothers for cardiac disorders, 


He observed that when camphor was 


it caused a reduction in the excretion of milk, 
and within a few days complete cessation of 
lactation. He did not offer an explanation for 
this action. 

In 1929 it occurred to me that if camphorated 
oil, by local application directly to the breast 
would help relieve engorgement or favor involu- 
tion, then it possibly would be of value when 
administered hypodermically. Experiments were 
begun then, and are being continued at the pres- 
ent time. I did not know at that time that any 
one had done any work to check lactation, using 
camphor-in-oil. 

Selection of patients to be treated, 115 in all, 
has been made from more than 2250 confine- 
ment cases, both charity and private. The re- 
sults set forth are about the same upon involu- 
tion of the breast, irrespective of race, age, 
duration of pregnancy, parity, and indications 
for checking lactation. 

GENERAL INDICATIONS FOR CHECKING 
LACTATION 

The general indications* for checking lacta- 
tion are: still births; weaning of baby; cardiac 
disease (severe) ; collapse ; anemia; polygalactia ; 
unwed mothers; mastitis; monstrosities; tuber- 
culosis; cracked retracted 


nipples ; nipples ; 


breast tumors; eclampsia; pneumonia; sepsis; 
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agalactia (scarcity or lack of milk); galactor- 
rhea (continuous flow of milk) ; inflammation 
(abscess ) ; and unknown causes for not nursing, 
My experience thus far permits to reduce the 
number of indications and group the 115 cases 
of this series as follows: 
TABLE 1 
Still born 
Polygalactia 
I 
Cardiac disease 
II -Giicinticnsieacens 
TOI 6 
Unwed mother 
Mastitis 
Cesarean section 
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Premature 


Total 115 
TABLE 2 
OUTLINE FOR DOSAGE OF CAMPHOR-IN-OIL 
Day A.M. P. M. 
1 3 gr. 3 gr. 
3 gr. 
3 gr. 
3 gr. 
The smallest number injections in any one 
case was one. 
The largest number injections in any one case 
was twelve. 


The average number injections for each case 


was five and one-tenth. 


TABLE 3 

CLASSIFICATION OF ENGORGEMENT INTO 

DEGREES OF SEVERITY 

Degree and Symptoms 
lst—Slight ; symptoms, free-or almost. 
2nd—Moderate; slight pain, tenderness. 
3rd—Marked; severe pain, tenderness, slight 

caking. 

4th—Severe; inflammation (abscess), 

In making such a classification of engorge- 
ment, it is to be understood that the “degrees” 
are relative, not absolute, and that individual 
variations are many, but such a plan sufficed 
for clinical experimentation. 


PLAN OF TREATMENT 
Camphor-in-oil, sterile ampules, by hypo- 


dermic, given intromuscularly, is all that was 
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used in the form of medication. Some of the 
pendulous type breasts were supported with 
adhesive tape, cloth slings, or brassieres, but 
salts, 
breast pumps, limitation of fluids were not 


always avoiding compression. Epsom 
used. Ice bags were used in only a very few 
cases. In early experiments, I used one to two 
grains of camphor each dose but soon found 
that three grains gave more prompt involution 
without unfavorable reaction to the patient. 
Camphor by mouth is irritating, slower in action, 
less effective, than by hypodermic, therefore 
the choice in method of administration. 


Fig. 1. CONTROL: Normal Lactation Behavior Curve 
Postpartum. 


es 


2 | F 8; 9 10) 11 12 
4 to 6 DAYS REGRESSION PERIOD 





A group of 25 cases was used as controls 
No medication was used, the breasts left alone, 
in order to ascertain the behavior of normal 
lactation. In four cases (16 per cent) first 
degree engorgement was noted, there was some 
enlargement, but no noticeable pain. In the 21 
remaining cases (84 per cent) there was evi- 
dence of engorgement to second and third de- 
gree which begins in the second day, attains 
maximum on fourth and fifth days, and grad- 


ually “declined over four or five days to stage 


of quiescence at the ninth to tenth days. It is 
seen from the above that a small percentage of 
cases would not necessarily need to be treated. 
Not one of this series developed to fourth de- 
gree or actual inflammation. 


Fig IL COMPARISON - Normal Lactation Curve (==) 
with Effects of Camphor (#se) 


Days i 2 3 4,5 6 7 8,9 10) 11 12 
41406 DAYS REGRESSION PERIOD 
2 to 4 DAYS REGRESSION PERIOD 
Improvement noticed 8-12 hours ofter first injection. 








In the group of 115 cases studied, twelve 
cases did not require treatment. In the remain- 
ing 103 cases, 40 developed second degree en- 
gorgement, 62 developed third degree engorge- 
ment, and one to fourth degree. Treatment 
was begun between the forty-eighth and ninety- 
sixth hour postpartal; the breasts had actually 
become engorged and painful. Regressive 
changes were noted eight to twelve hours after 
treatment was begun and were complete within 
48 to 84 hours. The quiescent, or non-lactating 
stage, was reached in two to four days in place 
of the usual four to six days. 

The one case that developed to the fourth 
degree, showing all signs of inflammation, with- 
out suppuration, deserves special mention. There 
was temperature of 100.4° from the fourth to 
eleventh postpartal day due to mastitis. Alter- 
nating hot and cold applications were made 
from fourth to eleventh postpartal day, two 
doses of epsom salts given orally, all to no 
avail. Two injections of camphor were made 
on the eleventh and twelfth days postpartai, 
respectively ; there resulted immediate drop in 
temperature and regressive signs in the breast 
to normal, within 48 hours after the beginning 
of camphor injections. 

THEORY OF ACTION OF CAMPHOR 

Liegner’st experiments on postpartal guinea 
pigs show the height of functions of the lactat- 
ing epithelium about the sixth day with begin- 
ning recession thereafter. Camphor-in-oil brings 
on regression on the second day. Camphor has 
a particular affinity for the lactating epithelium, 
rendering it hypersensitive, and inhibits its 
action; this ‘takes place within six to twelve 
hours from time of administration. 

R. R. Green and Ivy® studied the pharma- 
cologic action of camphor-in-oil on lactating and 
involuting breast tissue from the rat and guinea 
pig and observed no particular inhibitory effect. 


TABLE 4 
REACTIONS DUE TO CAMPHOR 


Numbness of lower extremities. 
Drawing sensations in legs. 


whro-— 


Drowsiness, dizziness. 
Nausea, vomiting.® 
Local itching seven to fourteen days after 


wn 


injection, erythema.* 
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DISCUSSION 

Reports in literature, experimentally, are for 
and against the efficacy of camphor-in-oil to 
check lactation. Clinical experience, however, 
has taught me that if patients are treated within 
the first 24 hours postpartum, 85 to 95 per cent 
will not develop to second degree engorgement, 
regression taking place much more promptly. 
When injections are given after the first 24 
hours, the period of regression is remarkably 
shortened. This simply means that the usual 
length of time a woman suffers from “increased 
mammary tension” is shortened. The risk of 
development of dangerous local engorgements 
and inflammations, and latent sequelae, is there- 
by diminished. The value of this plan in severe 
cardiac disease, anemia, and tuberculosis is pro- 
nounced when considering there is little or no 
constitutional reaction from its administration. 

Fifteen cases of polygalactia (too much milk) 
have been treated to date, with one and not 
more than two injections of camphor to obtain 
suppression of the flow, without complete ces- 
sation, and with no unfavorable effects upon 
the nursing child. One must be guided by the 
amount of lactation as to the number of injec- 
tions required merely to suppress the flow of 
milk in each case. 


CONCLUSIONS 

1. Camphor-in-oil is the most effective 
method partially or completely to suppress lacta- 
tion. 

2. Pain due to engorgement is relieved in 
eight to twelve hours following the first injec- 
tion. 

3. The sooner the injections are given post- 
partum, the quicker the relief and-more effec- 
tive is the action. 

4. No unfavorable reactions were noted in 
this series. 
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SOME OBSERVATIONS ON THE USE 
OF URINARY ANTISEPTICS* 


JOHN GALBRAITH PRATT, M. D.7 
NEw ORLEANS 


The object of this paper is to show that al- 
though there are numerous so-called urinary 
antiseptics in use today, there are actually only 
a few which are of any value in the average 
case of urinary infection; and that urinary anti- 
septics which are effective in uncomplicated 
cases may have a palliative, but not a curative, 
effect on those cases having complicating fac- 
tors. 

I believe nearly every doctor practicing medi- 
cine has observed that the use of a large num- 
ber of drugs for the treatment of an infection 
means there is no specific cure for the condition, 
otherwise the other drugs would 
passed into discard. 


have long 
As knowledge of infection 
has increased with the passage of years, physi- 
cians have sought to find remedies which would 
be useful in each type of infection rather than 
one which would cure all types of infection. To- 
day we are beginning to see the specificity of 
drugs for each type of infecting organism. 
DIAGNOSIS 

In the past it has been the practice of the 
physician to examine the urine of the patient, 
and upon finding pus in the urine, to label the 
case as one of urinary infection, immediately 
prescribing some form of urinary antiseptic. 
This was just about as bad as making a diag- 
nosis of “diarrhea” and proceeding to treat the 
patient with opiates, bismuth and whatnot, with 
no attempt being made to determine the causa- 
tive factor of the diarrhea. It is just as import- 
ant in all urinary infections to determine the 
infecting organism as it is in dysentry to 
know whether it is  bacillary, amebic, or 
any other kind of dysentery. The exami- 
nation of a stained smear from the sediment of 





*Read before the Louisiana State 
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the centrifugalized urine would certainly give 
one a very quick idea as to what type of or- 
ganism he had to deal with in a particular case. 
If necessary further studies of these organisms 
can be made by the laboratory expert to de- 
termine the exact one of the group which is 
causing the infection. The mere finding of pus 
and organisms in the urine does not establish 
the disease, or the organ or organs involved. 
The infection of any organ of the urinary tract 
from the urethra to the kidney will produce pus 
and organisms in the urine. It has been the 
experience of urologists on numerous occasions 
to see patients who have been rejected or told 
to come back for future examination by life 
insurance examiners, because pus was found in 
the specimen of urine brought for examination. 
This pus may have come from a chronic non- 
specific urethritis, or from a chronic prostatitis, 
and have nothing whatsoever to do with any 
infection of the upper urinary tract. The col- 
lection of urine must be done in a manner to 
avoid contamination in the male from the 
urethra and prostate, and in the female from 
In the male 
only the second portion of urine voided should 
be used for examination for infections in the 
upper urinary tract. In the 
catheterized urine should be used for this ex- 


the urethra and vaginal orifice. 


female only a 


amination. 


Several factors must be kept in mind when 
a patient is seen with a urinary infection. First, 
the duration of the infection is determined by 
the appearance of symptoms; second, whether 
the symptoms are referable to the lower or the 
upper tract; third, whether it is a symptomless 
pyuria of undetermined age. Should the symp- 
toms be of recent date one can be fairly sure 
that he is dealing with an acute condition. If 
the symptoms have recurred from time to time, 
however, it may be a chronic infection, and al- 
though the patient may be having acute symp- 
toms of infection this only means that the or- 
ganisms have become active, and the use of 
urinary antiseptics in this type of case may re- 
lieve the patient of symptoms, but the infection 
will remain in a quiescent form. In all cases of 
symptomless pyuria one can, by digging deep 
into the history, find that at some time there 
has been an acute stage of infection. This acute 
Stage usually marks the beginning of the infec- 


tion and on careful questioning one may even 


discover which organ or organs of the urinary 
tract have become infected. 
in symptomless pyuria formation is 
found in the kidney. All cases of infection of 
the urinary tract which have lasted over a long 
period of time, whether they are symptomless or 
whether they have acute stages, should be sus- 
pected of being complicated by calculi. The 
same holds true in inverse ratio; calculi which 
have existed in the kidneys for any length of 
time may become infected and produce symp- 
toms of acute inflammatory disease of the kid- 
neys. Therefore, in infections of the urinary 
tract one should always have roentgen rays made 
to rule out the possibility of stone being pres- 
ent. 


Quite commonly 
calculus 


There is one exception to this, and that 
is in the acute urinary infection in which all 
the symptoms are of recent date and entirely 
referable to the lower tract, such as acute cysti- 
tis in the female; acute prostatitis, cystitis, pos- 
terior urethritis, in the male. Even in these 
cases one must always bear in mind that there 
may be an associated silent infection of the kid- 
neys, and if the patient does not respond to 
ordinary urinary antiseptics and local treatment, 
the kidneys should be investigated for possible 
infection. 

Very frequently one sees a patient with acute 
cystitis who presents himself promptly for treat- 
ment and during the course of treatment de- 
velops discomfort or pain in the region of one 
kidney or both kidneys, which discomfort is 
followed by a rise of temperature to over 100 
This indicates that the infection is 
not confined solely to the bladder but that the 
kidneys are also involved. At first it may be 
presumed that the kidneys are perfectly normal, 
but if the patient does not respond readily to 
the usual treatment with urinary antiseptics, we 
are led to that there 
anatomic fault present which does not facilitate 
proper drainage from the kidney. There may 
be a ptosis of the kidney, a kinked ureter, or 
even a hydronephrosis. This can be determined 
of the kidneys. 


degrees. 


believe may be some 


only by a proper investigation 
It is obvious, therefore, that wherever there is 
a urinary infection present there should be a 
proper investigation made to determine whether 
or not there is any complication which interferes 
with proper drainage of the urinary organs; 
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for if there is stasis of urine, cure of the infec- 
tion accomplished without first 
remedying the cause of the stasis. This holds 
true for the bladder as well as the kidneys, and 
in cases of vesicle neck obstruction: wherever 


cannot be 


there is a residual urine present and there is 
also infection, the infection will not be cured 
without first relieving the stasis. 
TYPES OF ANTISEPTICS 

Urinary antiseptics have been added to year 
by year until they are so numerous it is hard 
to keep in mind the names of each one used 
during the past several decades,—or since urin- 
ary infections have been more clearly defined, 
and it seems that during this time every phar- 
forth what was 
thought to be an ideal preparation, each being 
extensively used for a period of time and then 
falling into discard as time proved that there is 


maceutical house has put 


no such thing as an “ideal” urinary antiseptic. 

The first dye urinary antiseptic to be used 
was methylene blue, usually accompanied by 
one of the sandal wood oils and most frequent- 
This medica- 


ly used in gonorrheal infections. 


tion relieved symptoms of acute inflammation 
to a certain extent and was accepted by the older 
practitioners as being of some value as an anti- 
septic. 
infecting organism, but it certainly did not de- 
Alkalinization 


It may have inhibited the activity of the 


stroy or sterilize the infection. 
by the use of various alkalies also alleviated the 
symptoms to some degree and was thought to 
have an antiseptic value. 

Urotropin was one of the first real urinary 
antiseptics to appear, and its popularity lasted 
over a long period of time, and is still used to- 
day with good results in certain cases. But 
urotropin is not a cure-all, and may even pro- 
duce harmful effects rather than curative re- 
sults. Urotropin is not broken down by every 
patient in the same rate, that is, the amount of 
formalin liberated varies considerably in each 
individual, and so the excretion of formalin in 
the urine varies. In some cases a large amount 
of formalin is excreted, and the irritating ef- 
fect of this chemical is such that it may cause 
considerable irritation of the entire urinary 
tract. It may be so irritating as to cause a 
hematuria; it may increase bladder tenesmus ; 
or it may produce inflammatory reactions in 
the ureter that interfere with proper drainage 


from the kidney. In cases of kidney infection 
under the influence of urotropin one may often 
see the temperature continue to rise, but upon 
changing from urotropin to alkalies this same 
temperature falls to normal. This observation 
was responsible for the so-called acid-alkali 
treatment of pyelitis, used particularly by the 
pediatrician. Of course the alkalies had only 
a soothing effect upon the urinary tract, reliev- 
ing ureteric spasm and so furthering drainage. 
In order to make urotropin more effective it 
was necessary that the urine be acidified. The 
first drug used for this purpose was the acid 
sodium phosphate, and strange to say ail pro- 
teins were prohibited in the diet of the infected 
individual. 
have helped in the acidification of the urine 
and relieved the gastrointestinal tract of the 
burden of acid sodium phosphate. 


These very same proteins would 


Then came the War with its infected wounds, 
and the use of dyes to combat these infections. 
and again the pharmaceutical houses stepped in 
with dye preparations that were eliminated 
through the kidneys to be used as urinary anti- 
septics; also dye preparations to be used local- 
ly in the urinary tract, as antiseptics. Acriflavin 
was the most popular of these urinary dyes to 
be used both by mouth and locally. We have 
found later dyes that seem at the present time 
to have a very good antiseptic value. 


Our drug 
caprokol. This drug was used extensively, and 
in some cases alleviated symptoms, but in very 
few cases did it produce sterilization of the 
urine. This preparation was followed by 
pyridium and serenium, both of which dyed the 
urine a brilliant golden color. This discolora- 
tion of the urine was a visible proof that it 
was being eliminated through the kidneys and 
ipso facto a urinary antiseptic. In some cases 
it did seem to produce a definite relief of 
symptoms as well as a definite lessening of the 
organisms and pus present in the urine, and in 
other cases a cure of the infection. 


next was hexylresorcinol, or 


DIET 
The next step in urinary antisepsis came with 
the ketogenic diet, which was introduced by the 
Mayo Clinic. It was observed that the urine 
of diabetic patients who were on a high protein 
fat diet had an inhibitory effect upon the 
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growth of organisms in this urine. Investiga- 
tion showed that the low pH of the urine and 
the presence of beta-oxybutyric acid in the urine 
was responsible for the lack of organisms found 
in a 24 hour specimen of the diabetic under 
treatment. This suggested the use of a diet 
which was extremely low in carbohydrates, high 
ir. proteins and fats, to produce an acidosis and 
a urine which had a low pH value. Patients 
with acute urinary infections, particularly those 
of the colon group, were confined to bed and 
put on this ketogenic diet. This soon produced 
an acidosis which is most of the cases could be 
tolerated only while in bed, and in some cases 
was intolerable, the acidosis becoming 
treme that the diet would have to be discon- 
However this condition quickly 
overcome by intravenous glucose or by the in- 
The severity of this 
treatment was such that only those with the 
leisure to go to a hospital where the diet could 
be properly proportioned and administered 
To circumvent this certain drugs 
were compounded by the pharmaceutical houses 
to produce the same low urinary pH and yet 
keep the patient on his feet. The mandelic acid 
preparations were then brought out. These pro- 
duced a certain amount of acidosis with its ac- 
companying symptoms, but in a much milder 


SO eCx- 


tinued. was 


gestion of orange juice. 


could take it. 


degree than the ketogenic diet, and it seemed 
to have about the same effect upon the colon 
group as the diet, because of its similarity to 
beta-oxybutyric acid. In other words, it seemed 
that those cases which could have been cured by 
the diet could be cured by the mandelic prepa- 
rations. However, neither of these treatments 
could be said to produce more than 50 per cent 
cures. 


NEW URINARY ANTISEPTICS 

Only recently a new antiseptic has made its 
appearance as a urinary antiseptic, although for 
a number of years it was used as an antiseptic 
in blood stream infections of Streptococcus 
hemolyticus. This drug of the aminophenylsul- 
phonamide group, better known as sulphanilam- 
ide, or prontylin, is now being used extensively 
as a urinary antiseptic, and the results obtained 
from its use have been satisfactory, and in the 
estimation of many, superior to the older urin- 
ary antiseptic. Yet it is not an ideal urinary 
antiseptic. 
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Some years ago it was observed that the use 
of arsphenamines administered intravenously 
cured certain staphylococcus infections of the 
skin and it was used rather extensively by 
dermatologists in acne and, furunculosis. With 
this lead urologists began to use the arsphena- 
mines in the treatment of urinary infections 
caused by the staphylococcus group, and the re- 
sults have been very gratifying, but not 100 
per cent successful. The same drug has been 
used lately in kidney infections in which the 
organism, which was discovered by the late 
Joseph Hume, could not be cultured by any of 
our known methods, yet it was very distinct, 
both intra- and extracellular, with the micro- 
scope. Every known urinary antiseptic and lo- 
cal antiseptic were used with no effect upon 
the germ, but with the administration of neo- 
arsphenamine the urine cleared completely. 


It has been the observation of the urologist 
that the use of urinary antiseptics by mouth 
without local treatment of the infected organs 
will produce a certain percentage of cures, but 
if combined with local treatment will produce a 
much greater percentage of cures. For ex- 
ample, cases of simple acute cystitis in the fe- 
male when put on urinary antiseptics by mouth 
without local treatment, will become comfort- 
able in approximately fourteen days, and may 
in a small percentage of cases be cured in six 
to eight weeks; however, if supplemented by 
local treatment these cases become comfortable 
within four to seven days and in a large per- 
centage of the cases cured bacteriologically in 
approximately twenty-one days. This is parti- 
cularly true in the use of sulphanilamide, where- 
as with the use of urotropin cures required six 
weeks, and the percentage of cures was less. 
This same observation holds true with cases of 
early acute pyelonephritis. In both early acute 
cystitis and early acute pyelonephritis the or- 
ganisms have not become buried deep in the 
tissues nor has the amount of inflammatory 
exudate become sufficient to prevent the action 
of the medicinal agents used. In older cases, 
due to the invasion of the deeper structures and 
the amount of inflammatory exudate present, 
the medicinal agents cannot reach the organ- 
isms, but those agents which are capable of al- 
leviating the acute inflammatory process and so 
cause a reabsorption of the exudates, will make 
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the organisms much more vulnerable to the anti- 
septics. 
CYSTITIS 


Frequently we see cases of cystitis, which are 
uncomplicated but have lasted over a long per- 
iod of time, in which the bladder has become 
contracted due to its inability to hold urine for 
any length of time; the walls become thickened, 
the mucous membrane is edematous and red- 
dened, and has lost its luster. The use of urin- 
ary antiseptics per se in this type of case is of 
comparatively little value. However with local 
treatment, using at first mild antiseptics and 
dilatation of the bladder, we are able to bring 
the capacity of this bladder from two or three 
ounces up to twelve to sixteen ounces, at the 
same time bringing about a reabsorption of the 
exudates in the walls of this organ and allowing 
our medicinal agents to permeate and destroy 
the organisms which are not on the surface. 
In days gone by it was the practice of the phy- 
sician to irrigate the female bladder with a 
two-way catheter, allowing a little of the ir- 
rigating fluid to run in and run out again, with- 
out so much as obliterating the folds of the 
bladder. Similar inadequate irrigations are be- 
ing used today to some extent, both in the male 
and the female. 


GONORRHEA 


This resolution of inflammatory exudate is 
best demonstrated by a case of acute gonorrhea 
in which the meatus becomes very red, painful, 
swollen and of woody hardness to the feel; 


under the application of medicines locally this 
condition does not improve, but when dilated 
slightly by the use of the sound passed just 
through the meatus, there is in a few hours 
alleviation of the pain, and in a day or two the 
complete softening of the tissues with a return 
to their normal color. This demonstrates quite 
visibly the dynamic action of dilatation. If this 
holds true with the meatus, urethra and bladder, 
it also holds true in the ureter and the pelvis of 
the kidney. However, dilatation must be gradu- 
al and atraumatic, which requires experience 
and skill, since trauma and acute inflammation 
only make the condition more severe. For in- 
stance, in acute infections of the kidney and 
its pelvis and ureter, I do not advocate the pas- 
sage of large catheters through the ureters, but 
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prefer to use small sizes, and as inflamma. 
tion subsides to increase gradually the size of 
the ‘catheter; nor do I advise the use of strong 
antiseptics in the ureters but start with a mild 
solution, and as the patient improves work up to 
stronger solution. Any instrument which over- 
dilates or traumatizes the tissues, will lower the 
resistance of these tissues and bring about in- 
flammatory reactions which will interfere with 
proper drainage from the kidney pelvis, and 
proper drainage in kidney infections is of prime 
importance. 


SUMMARY 


1. All cases of infection of the urinary tract 
must be properly investigated to determine 
whether or not there is a secondary factor which 
complicates the case. 


2. The use of urinary antiseptics in com- 


plicated cases of urinary infection can be only 
palliative and not curative, 


3. Urinary antiseptics should be chosen ac- 
cording to their efficacy in eradicating the 
specific organism. Should one antiseptic prove 
ineffective it should be discarded and another 
used. 


4. Urinary antiseptics alone will produce a 
fair number of cures in the most favorable 
cases; whereas accompanied by local treatment 
the percentage of cures is markedly increased. 


DISCUSSION 


Dr. Henry W. E. Walther (New Orleans:) Dr. 
Pratt certainly opens an old wound when he speaks 
about urinary antiseptics. This always starts an 
argument among urologists. Some still say the 
only agent worth while in urinary infection is 
water and plenty of water. I do not know how 
many kidneys have been injured by giving too 
much water. I do know some have been so in- 
jured. Probably too little water has caused more 
trouble than too much; nevertheless in dealing with 
this subject of urinary antiseptics, I think we are 
all agreed that we ought to fit the patient to 
urinary antiseptic rather than antiseptic to the 
patient. We have so many of these drugs at our 
command today, it does seem as though it would 
confuse us. We realize that in complicated con- 
ditions in the upper urinary tract, by stricture or 
stone or diverticulum, response will not be ob 
tained from simple oral antiseptic medication. 

It was said many years ago by one of the masters 
of American urology that an infected kidney was 
one that did not drain properly. If there is proper 
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drainage it does not get infected. Now that we 
have some very potent antiseptics on the market, 
we are told we should make blood pictures on our 
patients and do kidney functional tests before sub- 
jecting the patient to these very potent drugs. It 
is too bad that this teaching was not brought out 
years ago. This should apply not only to the 
newer and potent drugs but to urinary antisep- 
tics as a whole. Surely where the renal thresh- 
old is very low the patient is not going to tolerate 
any of these drugs well. Every physician has not 
the command in his office of a cystoscope and 
roentgen ray machine and the urogram process of 
outlining the traét; still I believe that we should 
have a deadline rule. We should not give our 
patients urinary antiseptics blindly nor indefinitely. 


The type of organism is important to know, and 
[ should like to add that the reaction of the urine 
is very important. 
we should think more of an agent that is going to 
supply us with a bacteriostat, not a bactericide. 
We do not get concentration strong enough in the 
urine to have a substance that is bactericidal. 
Many of the new drugs in this category retard the 
growth of bacteria. If we can do that, retard the 
growth of bacteria, we are going to get the better 
of the infection. No matter what is used, old or 
new, you are going to get about the same per cent 
of satisfactory results. 


Finally, a warning regarding sulfanilamide. It 
is not a cure-all and when given in maximum 
doses, frequently produces violent reactions. It 
should always be combined with bicarbonate of 
soda. In longstanding conditions always get a 
blood picture and phthalein reading before prescrib- 
ing it. In about 33 per cent of venereal and urin- 
ary infections, it has helped us materially (when 
combined with usual local treatment); however, 
even here relapses have occurred when the drug 
was withdrawn. 


Dr. John G. Pratt (In conclusion): My conten- 
tion is that there is no real urinary antiseptic to- 
day that will fit every case, and that most of the 
urinary antiseptics, in infections of the urinary 
tract, act only as bacteriostatic agents and have 
an inhibitory effect on the organism. They are 
Palliative and will give the patient relief from 
symptoms for a period of time and at a future date 
there is a return of symptoms. We do see a few 
cases of absolute “bacteriologic cure” with urin- 
ary antiseptics. We see these cures usually in the 
early cases of urinary infections. 


I believe in the use of urinary antiseptics in 
conjunction with local treatment, and believe that 
all cases should be thoroughly examined to find 
out if there are any complicating factors present 
before we can prophesy as to whether we will get 
results from the urinary antiseptics used. 


I think, in urinary antiseptics, . 


OBSERVATIONS ON INSULIN AND 
METRAZOL THERAPY AT CENTRAL 
LOUISIANA STATE HOSPITAL* 


S. J. PHILLIPS, M. D. 
PINEVILLE, LA. 


For the past year insulin shock treatment for 
dementia precox has been in use at the Central 
Louisiana State Hospital according to the tech- 
nic of Manfred Sakel. Sakel, in 1930, dis- 
covered that the abstinence symptoms in pat- 
ients receiving treatment for morphine addic- 
tion could be relieved by large doses of insulin. 
He reasoned the similarity of abstinence symp- 
toms to other types of excitement suggested the 
possibility of influencing excited states of dif- 
ferent origin in the same way. He reasoned 
that since in schizophrenia or dementia precox 
there is a splitting and disintegration of person- 
ality in which the patient is trying to escape 
reality and hide in a world of his own fantasy, 
it would be reasonable to assume that severe 
shock, such as insulin produces, might bring 
about reintegration of the personality. He 
began the treatment of schizophrenic patients 
with insulin and his results were sufficient to 
encourage further investigation. Dr. Sakel 
treated a large number of schizophrenic patients 
in Vienna by this method and began to report 
his results in November, 1933. The method 
apparently was first introduced to this country 
by Joseph Wortis, who came to Bellevue in 1936 
as a fellow in psychiatric research from the 
Viennese Clinic. Sakel personally presented a 
paper on the subject at the May, 1937 meeting 
of the American Psychiatric Association at 
Pittsburgh. I had the privilege of hearing the 
paper presented on the subject by Sakel and 
secured reprints of his methods and details of 
technic, and the treatment was instituted at the 
Central Louisiana State Hospital in May, 1937, 
by A. L. Seale on his service. A few weeks 
later M. S. Freiman, Clinical Director, was sent 
to Central Islip State Hospital, New York, to 
investigate the technic employed there and on 
his return the treatment was instituted on his 


*Presented before the fifty-ninth annual meeting 
of the Louisiana State Medical Society on May 3, 
1938, at New Orleans. 
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service, as well as that of W. J. Rein, L. F. 
Magruder and P. W. Prudhomme. This report 
represents a study of all cases treated by the 
entire staff, which covers both races and both 
Sexes. 

THE EFFECTS OF INSULIN 

How the insulin shock in schizophrenic pa- 
tients produces a personality change is not fully 
known; there are several theories and one may 
choose the one he likes best. It is known that 
the physical effect is to stimulate metabolism 
in general and liver function in particular and 
increase the elimination of toxins; also that any 
severe shock may revive the strong primitive 
and normal responses with reintegration of the 
personality. Schizophrenic patients are seen 
who make rapid adjustment during and after a 
severe illness such as pneumonia or prolonged 
fever, or after severe accidental trauma to tis- 
sue, such as fracture or other trauma. The 
method of treatment of schizophrenics by the 
injection of pain-producing drugs is familiar. 
Perhaps a constant soreness and pain at the site 
of injection of these drugs serves constantly to 
divert the patient’s attention from his world of 
fantasy and bring him back to the world of 
reality. The action of digitalis in auricular 
fibrillation is familiar and how, due to the par- 
tial blocking effect of the digitalis on the bundle 
of His, the weaker and more abnormal stimuli 
are inhibited and only the strongest stimuli are 
transmitted through the bundle of His to the 
ventricles, thereby slowing down and improving 
the strength of the heart beat, Similarly Sakel 
pictures the schizophrenic process as a state in 
which nerve impulses fly fast and free (and off 
the handle). Insulin inhibits and blockades the 
nerve cells so that nerve pathway patterns come 
to order much in the same manner. Perhaps 
the effect is a biochemical one producing a 
change in metabolism and a change in the endo- 
crine balance. 

Whatever the action of insulin in these cases 
may be, psychotherapy is of paramount import- 
ance and must be strongly stressed. I do not 
believe at the psychotherapeutic interview that 
the patient’s delusional and hallucinatory ex- 
periences should be discussed. An attempt 
should be made to get on common ground with 
the patient and discuss those things which were 
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of greatest interest to the patient prior to the 
psychotic episode. Some patients, following 
treatment, will voluntarily discuss their delu. 
sions and hallucinations, stating that they now 
realize that they were absurdities. In such 
cases it is wise not to go too far along this road 
with the patient but to attempt to bring them 
back to the discussion of normal affairs. Should 
the patient persist in referring to the hallucina- 
tory content, the interview should be termin- 
ated, to be resumed at a more favorable time. 
On rest days and following completion of the 
insulin injections, the patients are taken for 
outdoor walks or sent to the occupational ther- 
apy department when possible, as hallucinations 
are more apt to recur when the patient is idle. 
All of our insulin cases are treated in the Fuqua 
General Hospital and we prefer to send these 
patients, whenever possible, directly home from 
the hospital rather than return them to the 
wards to await parole. 


SAKEL’S METHOD 


The first few patients we treated were de- 
teriorated cases of dementia precox of long 
standing and we felt that if anything could be 
accomplished in this type of case we would be 
warranted in treating less deteriorated and more 
recent cases. Our results in these deteriorated 
cases, while producing no complete recoveries, 
were encouraging enough to pursue our investi- 
gation further and at the present time hypogly- 
cemic shock therapy of dementia precox, accord- 
ing to the technic of Sakel, is a regular part of 
our therapeutic procedure. Although we have 
had no fatalities directly attributable to the 
treatment, at the outset we must recognize that 
the procedure is complicated and dangerous. No 
definite principle of dosage has yet been found, 
as much of the procedure is a matter of clinical 
intuition and experience. We follow Sakel’s 
method, consisting of first, preparatory phase, 
consisting of gradually increasing doses of in- 
sulin given daily until a physical reaction is ob- 
tained. The dose is then further increased until 
phase two is reached, which is the important 
phase. This consists of the production of a 
series of severe hypoglycemic shocks daily by 
the intramuscular injection of the necessary 
amount of insulin, which varies from 15 to over 
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200 units, depending entirely on the reaction of 
the individual. If the patient’s physical condi- 
tion is satisfactory, one rest day, without any 
insulin, a week is allowed. More delicate 
patients are allowed rest days more frequently. 
The shock starts usually with relaxation and 
listlessness and profuse perspiration, followed 
by somnolence and progressing into coma of 
varying depth. This is sometimes interrupted 
by a period of psychotic excitement. Satisfac- 
tory coma progresses to complete atonia of the 
entire musculature. If no complication arises, 
the patient is permitted to remain in this state 
one and one-half to three hours, when coma is 
terminated by the administration of sugar solu- 
tion by means of a nasal tube. Upon being 
aroused the patient is fed. Should, as some- 
times happens, the patient vomit the meal, he 
is given glucose by vein. As it is often neces- 
sary to terminate coma by means of intravenous 
injections of glucose, solutions stronger than 
33 1-3 per cent of glucose solution should not 
be used as they may produce sclerosing of the 


veins. 


Occasionally the progress of the coma may be 
interrupted by sudden epileptiform convulsions. 
There is no way of predicting this; it is con- 
sidered a danger sign and the shock must be 
terminated at once by intravenous administra- 
This phase, the shock phase, 
In our 


tion of glucose. 
is the important part of the treatment. 
experience, this period has varied considerably 
with individual patients. In those patients re- 
sponding to the treatment in a very satisfactory 
manner, the treatment has been terminated after 
a few shocks, and in other patients an increased 
number of shocks have been given as high as 
fifty-three. It is of utmost importance to know 
when to terminate treatment and this seems to 
be entirely a matter of clinical experience and 
judgment. Of course if the response of the 


patient to the hypoglycemic procedure is unsat- 


isfactory due to undesirable complications aris- 


ing, it may become necessary to discontinue the 
treatment. Recurrence of convulsions, regard- 
less of the amount of insulin administered, cir- 
culatory collapse, respiratory disturbances and 


laryngospasm are indications for termination of 


the shock, and a repetition of these conditions 


for discontinuance of the treatment. However, 
one of our patients showed no improvement 
until one day she had an unusual series of 
severe convulsions with circulatory collapse and 
almost died in spite of all restorative treatment. 
Insulin was discontinued in this case without 
polarization and the patient improved steadily, 
lost all hallucinations, developed insight, became 
reintegrated and was paroled as one of our re- 
covered cases. Following the shock phase, a 
third and rest phase is given, consisting of sev- 
eral days during which the patient receives no 
insulin. Depending on the condition of the 
patient and reaction to treatment, phase four, 
polarization phase, or final phase, is undertaken, 
consisting of large doses of insulin three times 
daily until hypoglycemic symptoms again ap- 
pear, then the doses are gradually diminished 
and withdrawn. In a few cases, as previously 
stated, this phase is omitted. Constant attend- 
ance upon the patient during the shock phase is 
absolutely necessary and it is for this reason 
that comparatively few patients, as far as the 
State Hospital is concerned, can be treated. We 
have limited the number of cases to be treated 
at one time by a staff physician to four, as due 
to the daily routine of the physician he cannot 
possibly undertake a greater number. It form- 
erly required about four hours of the physician’s 
time in constant attendance upon the patient. By 
careful and proper training of the physician’s 
assistants, nurses and attendants, we have been 
able to reduce this time materially. 

Below is submitted a table in condensed form 
showing results in 28 completed cases. 


The average duration of psychosis in this 
series of cases is slightly more than three years 
and three months. The longest duration was 11 
years, the shortest was three months. In one 
case only nine deep comas were employed, with 
good results. In another case 53 deep comas 
Of the 


entire series seven are recorded as recovered, 


were employed with only fair results. 


one markedly improved but did not improve as 
much as those recorded as recovered, and 12 
were improved. This represented the group in 
which recovery was sufficient that under favor- 
able conditions they might be paroled but in 


whom there was still slight evidence of psycho- 
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TABLE 1 
RESULTS OF INSULIN SHOCK THERAPY 








Case No. 


Duration of psychosis Comas 


Result and disposition 








2% yr. 


Slightly improved. Returned to ward. 





38% yr. 


Improved. Paroled. 





2% yr. 


Improved. Returned to ward. 





2% yr. 


Improved. Paroled. 





2% yr. 


Unimproved. Returned to ward. 





6 


Unimproved. Returned to ward. 





14 


Slight improvement. Returned to ward. 





9 


Improved. Paroled. 





19 mo. 


Improved. Paroled. 





15 mo. 
admitted to mental hosp. 
18 yrs. ago for ten weeks 


Improved. Paroled. 





8 yr. 





Improved. Returned to ward. 





be yr. 


Slight improvement. Returned to ward. 





3 


Improved. Eligible for parole. 





Paroled. 
Treatment discontinued on account of repeated con- 
vulsions and circulatory collapse. 


Recovered. 








Improved. Paroled. 





3 yr. 





Recovered. Paroled. Treatment interrupted 10/11/37. 
Pleurisy with effusion. 





1910 without hosp. 
1930-1931 C. L. S. H. 
4/30/37 to 2/15/38 


Recovered. Paroled. 





1935 without hosp. 
3 mo. 


Recovered. Paroled. 





24 yr. 


Improved. Paroled. Re-admitted 4/21/38. 





4% yr. 


Improved. Returned to ward. 





3 yr. 


Slight improvement. Returned to ward. 
Now improving on metrazol. 





11 yr. 


Unimproved. Returned to ward. 





9 mo. 


Recovered. Paroled. 





1 yr. 9 mo. 
(2 paroles) 


Recovered after metrazol. Ready for parole. 





Recovered. Ready for parole. 





3 mo. 


Slight improvement. 
metrazol. 


Further improvement’ on 





Improved. 





Marked improvement. 





sis. Five were classified as having shown slight 
improvement. This represented the group of 
patients who might be designated as having 
made institutional adjustment but who are still 
too psychotic to leave the institution. Most of 


this group are able to perform routine duties 


*This patient on completion of treatment unim- 
proved and required tube feeding, was returned to 
ward and developed fever which laboratory re- 
ported as positive for tularemia. Following term- 
ination of fever improvement began and continued 
until almost complete reintegration. 


about the institution; three showed. no improve- 
ment. 


DOSAGE OF INSULIN 

As to the amount of insulin necessary to pro- 
duce shock in this series of cases, it varied from 
15 units in one case to over 200 units in another. 
Case No. 13 showed no improvement under 
insulin treatment and was returned to the ward 
when she developed fever which lasted about 
six weeks and was reported as tularemia by the 
laboratory. Following termination of the fever 
she began to improve, until at the present time 
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she is eligible for parole. Case No. 14 had only 
nine comas when treatment was discontinued 
on account of repeated convulsions and circula- 
tory collapse. The duration of the psychosis in 
This 
patient left the institution apparently fully re- 
covered. 


this case was two years and four months. 


Two of these patients who showed 
only a slight improvement are now receiving 
metrazol and are showing further improvement. 
One case showed only partial recovery until her 
treatment was interrupted by pneumonia fol- 
lowed by pleurisy and effusion requiring surgi- 
cal intervention. The patient apparently ef- 
fected a complete recovery upon recovery from 
this thoracic complication. Only one patient in 
the entire series who were paroled has been 
readmitted and on her condition 
was much better than prior to her treatment. 
In general our opinion is that excited cases 


show the best reaction to insulin treatment. 


readmission 


METRAZOL 


In January, 1938, we began the use of metra- 
zol convulsive therapy on patients suffering 
from dementia precox in this institution and at 
the present time have to report ten cases which 
are complete. We have about thirty more. under 
treatment at the present time. It appears that 
in contradistinction to insulin therapy, which 
apparently was more or less accidentally dis- 
covered, that metrazol therapy was the result 
of deliberate investigation. Assuming that cer- 
tain biochemical antagonism exists between the 
convulsive state and the schizophrenic process 
L. von Meduna, a psychiatrist of Budapest. 
Hungary, started treatment of dementia precox 
At first 
he used camphor to bring about the convulsive 


by administration of convulsive drugs. 


attacks but later found that metrazol was more 
suitable. In 1936 he reported a series of one 
thousand induced convulsions in dementia pre- 
cox in which he found that a relief of the 
disease occurred in 60 per cent of the cases 
treated and that he did not observe any fatali- 
ties, serious complications or late sequelae. The 


technic employed in this institution, after a pre- 
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liminary thorough physical examination of the 
patient, is to alkalinize the subject by adminis- 
tration of 30 grains of sodium bicarbonate three 
times daily until the urine is alkaline in reaction. 
In the morning, without breakfast, the drug is 
administered intravenously to the patient. It 
is important that a large caliber needle be used 
and the injection given as rapidly as possible 
in order that as large an amount of the drug 
as possible may affect the vessels of the nerv- 
ous system simultaneously. We use a 10 per 
cent solution of the crystals in triple distilled 
water. The beginning dose depends on the size, 
weight and general condition of the patient. 
The minimum dose used by us has been 234 c.c. 
This dose is gradually increased by daily injec- 
tion until grand mal occurs. 
drug on alternate days. 


We then give the 
The average dose in 
our series is nearly 4 c.c. Larger doses are 
sometimes necessary. The dose is then main- 
tained at this or the proper dose necessary to 


produce the grand mal seizure. 


It may be nec- 
essary to increase or decrease the dose as treat- 


Contraindications for use cf 
treatment are hypertension, 
disease, fever and menstruation. 


ment progresses. 
this cardiorenal 
On the injec- 
tion tray should be chloroform, intravenous 
sodium amytal, coramine and padded tongue de- 
pressor. Within a few seconds following ad- 
ministration of the drug twitching of the facial 
muscles and tremor of the extremities takes 
place, followed by a brief tonic phase, which is 
followed by clonic convulsions. While a very 
few cases show a brief period of excitement 
following the convulsive seizure, the patient is 
usually confused for a period of time, varying 
from a few minutes to two or three hours. 
After this he appears considerably improved, in 
better contact with surroundings and more ra- 
tional than prior to the injection. In the after- 
noon and on the rest day, psychotherapy is prac- 
ticed on the patient as in the insulin therapy. 
It is very important not to employ any restrain- 

This type 
therapy appears to be of most advantage in the 
stuporous types. 


ing apparatus following the seizure. 
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TABLE 2 
RESULTS OF METRAZOL THERAPY 








Cuse No. 


Duration of psychosis Convulsions 


Result and disposition 








Petit mal 
Grand mal 


Recovered. Paroled. 





Petit mal 
Grand mal 


Slightly improved. Returned to ward. 





Petit mal 
Grand mal 


Improved. Paroled. 





Petit mal 
Grand mal 


Marked improvement. Paroled. 





Petit mal 
Grand mal 


Improved.  Paroled. 





Petit mal 
Grand mal 


Recovered. Paroled. 





Petit mal 
Grand mal 


tecovered. Ready for parole. 





Petit mal 
Grand mal 


Recovered. 
April 3, 1938. 


Ready for parole. Insulin completed 





Petit mal 
mo. Grand mal 


Unimproved. Returned to ward. 





yr. Petit mal 
mo. Grand mal 


Sligit improvement. 
Returned to ward. 


Previously received insulin. 





Of this series of ten completed cases the 
average duration of the psychosis is one year 
and six months. The maximum was eight 
years, three months and the minimum duration 
five weeks. Two of the patients had previously 
received insulin therapy with poor results. 
There were four recoveries, one markedly im- 
proved, two improved, two slightly improved 
and one unimproved. The average number of 
convulsions was 9.4, the highest was 20 and the 
lowest four. Of the two patients who previous- 
ly had received insulin one recovered and one 
showed only slight improvement. Those cases 
classified as markedly improved or improved are 
either paroled or eligible for parole, but there is 
Only those 


patients in whom all psychotic symptoms have 


still some evidence of psychosis. 


disappeared are classified as recovered. 

There were no deaths, no complications or 
unusual sequelae in this series. 

CONCLUSIONS 

1. Insulin shock therapy is a valuable thera- 
peutic agent in dementia precox, producing 
physical improvement and personality changes. 

2. It is more valuable when used in conjunc- 
tion with psychotherapy. 

3. While there is an occasional exception, 
those cases treated early in the course of the 
clisease offer best results. 


4. The permanency of these results can only 
be determined after a period of several years’ 
observation. 

5. Metrazol convulsive therapy is a valuable 
therapeutic agent in dementia precox. 

6. It seems to be more valuable when used 
in conjunction with psychotherapy. 

7. Those patients treated early after the on- 
set of the psychosis offer the best results. 


8. Results in early cases, at this time, are as 
good as those offered by insulin with the ad- 
vantage of being less dangerous and apparently 
without complications. 


9. Metrazol therapy appears to be more 
satisfactory in the stuporous type. 
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DISCUSSION 
Dr. C. S. Miller, (Jackson, La.): As regards 
metrazol, I do not know that I can discuss Dr. 
Phillips’ paper with any personal experience. How- 
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ever, I have seen a good many cases, 200 or 300, 
under treatment at the East New York Hospital. 
At the hospital, we have only recently started 
treatment with metrazol, and at present have ten 
patients under treatment. We have one case that 
was completed. We took this case simply because 
there appeared to be no deterioration. We thought 
possibly we could get this patient off by giving 
afew convulsions. After the fourth injection, with 
three convulsions, the hallucinations cleared up. 
Then we gave three more and the result was 
that the patient was able to go home. The patient 
recently visited the hospital and is perfectly clear 
and all is as in the prepsychotic life. That is the 
only case and no conclusion is drawn from that. 


As to insulin, we began this treatment in Jan- 
uary of this year and we have completed at the 
present time 14 cases. The average duration of 
psychosis has been three years arid three months. 
Of the 14 cases, we have four good recoveries, 
three that may be classed as improved, one with 
marked improvement; three were discontinued on 
account of physical conditions, one had ulcer of 
the stomach, one had influenza, and the other 
case was one with associated bradycardia, and 
could go no further with the treatment; then 
three patients showed no improvement at all. 


Dr. Phillips brought out a very important thing 
in treatment with hypoglycemia and that is ex- 
perience in handling these cases. You have to 
see them and be with them in order to determine 
just when to discontinue treatment. There is no 
question but that we overtreat some and under- 
treat others. I have in mind one case who after 
four weeks of treatment came to me and said, 
“All those crazy ideas I had are gone, they have 
disappeared.” While I felt very much encouraged, 
I said, “We will give you just a little more treat- 
ment.” We carried treatment just two weeks 
longer and at the end of that time the patient was 
as in the beginning, had hallucinations, delusions, 
was irritable. That patient, I believe, was treated 
too long. Then we had another who after 34 treat- 
ments showed absolutely no improvement. After 
going back to the ward, he began to show some 
interest. Two weeks later, she came to me and 
wanted to go to the beauty parlor and go to a 
dance, and asked to lead the dance. She asked for 
some employment and was given that. She has 
maintained some interest from that time. I believe 
that patient was treated too short a time although 
she had 34 treatments. 

As to the cases that respond most readily, I 
think we all find that the early cases give the 
best response. However, that is not true in all 
of them. Case 1 of our cases has had a psychotic 
condition for nine years and showed very marked 
improvement, and the patient mentioned as having 
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had 34 treatments and showing improvement had 
been psychotic for seven years. 

I want to bring your attention to this fact, that 
many of the early cases will have spontaneous re- 
mission, or spontaneous recovery. If we group all 
the young cases that get insulin, very likely in- 
sulin will get credit for a lot of recoveries it does 
not deserve. I do believe that hypoglycemic treat- 
ment has value, but just how great or how lasting 
the benefits, only time is going to tell. 

Dr Walter J. Otis, (New Orleans): Of the 
newer therapies we have found in the psychiatric 
field, you have just been given the phenomonology 
by Dr. Phillips, followed by further details by Dr. 
Miller. The results as you have reeeived them 
are probably dramatic and very startling to some 
of you, but they do actually happen. It is now 
the procedure of treatment in most of the neuro- 
psychiatric institutions. The treatment should 
only be conducted in institutions properly equip- 
ped, under capable trained individuals with the 
proper nursing personnel, to undertake the insulin 
therapy, not so much the metrazol. 

The approach to the patient for the best results 
is during the lowering of the threshold of con- 
sciousness when the patient is most accessible, 
and psychotherapy is best applied at that time. 

The procedure is a dangerous one in both in- 
sulin and metrazol; anything may happen from 
the cardiorespiratory standpoint in both. In the 
former, we have cardiovascular renal manifesta- 
tions. Deaths have occurred in both. Recent litera- 
ture provides evidence that four deaths have oc- 
curred in metrazol therapy, two in patients who 
had had complications before the treatment—one 
aortic regurgitation and the other hydronephroma; 
the other two were pulmonary embolisms. 

The treatment has done much for neuropsy- 
chiatric cases, if it has only transferred the 
patient from one plane to another, In some cases 
there has been transference from one attitude to 
another; other patients have been brought up to 
a certain standard physically, and it has prepared 
other patients for a more habitable existence 
among their own. I think it should be continued. 
I see no reason to interrupt the therapy in insulin 
if the patient has convulsions. There are after 
effects which must be prepared for, and after con- 
vulsions sometimes in metrazol. 

The point with a number of cases is how early 
we can get the cases, how early the first diagnosis 
is made, how misleading is the period of so-called 
onset of illness given to us. I find there is much 
in both types of therapy in helping these mental 
and nervous cases which present themselves for 
treatment. 

Dr. T. A. Watters, (New Orleans): At the 
Tulane Out-Patient Department we have carried on 
some treatment with metrazol on a relatively small 
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number of patients. The patients were well chos- 
en, being in the very beginning of the schizo- 
phrenic reaction. Altogether the results have been 
satisfactory and encouraging. Therefore, I want 
to supplement Dr. Phillips’ paper with the state- 
ment that metrazol is helpful and influences the 
outlook for treatment, particularly early in the 
development. 


In recent years, certain trends have been toward 
minimizing the fact that psychiatry demands a 
well grounded training in medicine; those of us 
who owe our allegiance to medicine are glad to 
see this treatment if for no other reason than that 
it emphasizes the relation of medicine and psy- 
chiatry. Psychiatry was once called the “Cin- 
derella of medicine”; I do not believe even the 
most caustic and callous critic can call it that 
any more. 


Dr. L. L. Cazenavette, (New Orleans): The 
many articles that have appeared in our dailies 
and in periodicals all over the country have cer- 
tainly rendered the public conscious of the fact 
that there is a disease known as dementia precox 
or schizophrenia. Also, because of these articles 
on metrazol and insulin treatment for this disease 
the public has gotten to the point where they are 
now expecting that some of these treatments be 
given to these patients. Not infrequently have I 
seen some of these cases and the first question 
asked is, “Doctor will you give him some insulin 
or metrazol treatment? We do not want our patient 
to go to an institution for the insane, but we 
would like him to have some of this treatment.” 
They understand now that it is beneficial and we 
are faced with a difficult problem in guiding these 
parents and patients in the proper direction. 

Another point is this, we do not know the cause 
of schizophrenia or dementia precox, and as long 
as we are not able to answer that question, we are 
going to make use of all therapeutic measures that 
are beneficial to the patient. There is no doubt 
that metrazol and insulin therapy are a line in 
the proper direction. I have had little experience 
with insulin and I have had a limited experience 
with metrazol. I believe it is accepted that the 
desired reaction to the treatment by metrazol is 
the ability of the patient to respond properly to 
the metrazol reaction. That is a convulsive state 
which is almost identical with an epileptic grand 
mal seizure. If the patient reacts in this manner 
for some twelve to fifteen or more treatments 
there is a great probability that he will show im- 
provement. If he does not, he may remain for a 
varied period of time in a semi-conscious, stupor- 
ous state which is very disagreeable to all con- 
cerned. 


I understand that some physicians believe it is 
possible to give metrazol treatment to a schizo- 
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phrenic patient outside of regular psychiatric jy. 
stitutions. This is not to be recommended, as the 
treatment requires several weeks or months anj 
during that time the patient requires attention 
which is best offered in a psychiatric hospital 
While the purpose of the treatment is to bring m 
a convulsive state after each injection, it is to bk 
remembered that such a reaction is dependent 
several factors. Not the least of these is th 
keeping of the patient in a state of alkalinizatio 
and the taking of large quantity of water daily 
during the course of the treatment. These he) 
by rendering the patient more susceptible to cop 
vulsive reaction. Another factor of importance js 
the dose of metrazol and the manner of injection. 
The usual initial dose is 3 c.c. of a 10 per cent 
solution injected intravenously. Should the reac. 
tion or convulsion not follow the following dose 
is increased 1 c.c. until it does appear. The dose 
then is repeated, and increased again if necessary. 
A point of importance is that the injection igs to 
be made rapidly. 


The metrazol treatment has been found to bh 
of greater benefit in the early catatonic type of 
schizophrenia. The duration of the period of re 
mission varies in different cases. More observa 
tion is necessary before this form of treatment is 
to be considered a cure. 


Dr. E. M. Robards, (Jackson, La.): Hearing this 
most interesting discussion there are two phases 
that I observed during my association with Dr. 
Miller while administering both 
metrazol. 


insulin and 


Before the administration of insulin, it is very 
necessary that a thorough physical examination be 
made with a complete examination of the chest for 
pulmonary pathology, and particularly a study of 
the blood chemistry; the establishment of the 
normal blood sugar in particular. Then small doses 
of insulin should be administered with immediate 
checks of the blood sugar before the dose is it 
creased. Careful and intelligent nursing is very 
essential, as is also supervision of the patient by 
the doctor in charge after the drug has “beet 
administered. On several occasions, shock has 
been delayed, and on more than: one occasion 4 
secondary coma has occurred several hours after 
the patient had apparently reacted from the initial 
coma. 

With reference to the administration of metre 
zol, these cases, likewise, require a very close 
physical examination, with particular reference t 
the blood pressure. All patients, of course shouli 
be thoroughly alkalinized. After this drug has 
been administered, the danger of delayed convul 
sions must be taken into consideration. I recall 
one patient, whose reactions were entirely negative 
to the drug, who had a very severe convulsi0l 
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one hour and a haF after its administration. 


Dr. J. J. Ayo, (Jackson, La.): At the East Lou- 
jsiana State Hospital we are confronted with re- 
quests by the parents and families of the patients 
to use insulin, and in some cases metrazol. Of 
course, the relatives of the patients are not able 
to decide or judge what should be done, but they 
go by what they read in the lay press. That is 
the thing I deprecate most, that the people have 
faken hold of this and the reports they have seen 
in the lay press have created a false hope in the 
minds of the relatives of these poor unfortunate 
patients and they have a false opinion and idea 
of the efficacy of this treatment. As doctors we 
know all patients cannot be cured. I read a report 
the other day from a doctor in Atlanta, who was 
incorrectly quoted, (or I do not know) but the lay 
press carried an article in which the statement 
was made that he had 98 per cent cures. Now 
that is wrong. It is creating a false impression 
among people. 

We use the treatment at the East Louisiana 
State Hospital. I am sure at the Central State 
Hospital they do the same way. We use it in a 
scientific way, and we intend later on when we 
have more data to release the statistics and show 
the profession what can be done. We are not 
deceiving ourselves; you cannot cure all cases. 

I will state simply one instance which will dem- 
onstrate what I wish to bring home. We had a 
very marked case of dementia precox, the cata- 
tonic. type, a young man of a very prominent 
family, lots of people interested in him, and we 
were likewise interested. We sent him to the 
ward. We were going to give him insulin and 
while waiting to have the laboratory tests made 
he was in the ward. This boy was in a condition 
even to the point of being untidy in his personal 
habits and from all reports he had only been af- 
flicted several months, but he was in that condi- 
tion while we were deciding to give insulin. One 
morning he cleared up and we decided then we 
were not going to give insulin. And that boy is 
well today and we are on the point of discharging 
him. Had we used this case and given him the 
insulin, we naturally would have concluded that 
the insulin was the agent that had effected the 
cure. We must not deceive ourselves. Some will 
have a spontaneous cure. I am glad to be able to 
report this particular instance. 

Dr. Edmund Connely, (New Orleans): I wish to 
add the weight of my own statements to those of 
Dr. Ayo and Dr. Cazenavette, particularly in re- 
gard to the advertisement given metrazol and in- 
sulin therapy in the lay press. Unfortunately, the 
Public are very poor diagnosticians and when it 
comes to specific treatment and specific condi- 
tions they are entirely incapable of differentiat- 
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ing or weighing the situations. I would not want 
to be a wet blanket, and I do think that both of 
these treatments should be tried, and thoroughly 
tried, but I do not think that we medical men 
ought to allow ourselves to become too enthusias- 
tic, or too optimistic, as they are both new and 
the application of them in dementia precox is new. 
There are plenty of us here who can look back 
and remember other treatments which have been 
hailed with enthusiasm, particularly the intraspinal 
treatments for paretics, only to be dropped later 
as being useless. I think we should be particularly 
guarded in any statements that we make which are 
apt to be quoted by the lay press so as not to give 
any wrong impressions, especially overly optimis- 
tic impressions, for, as Dr. Ayo pointed out, to 
arouse false hope in families and in patients who 
are suffering from a hopelessly incurable condi- 
tion is a very cruel thing. 


I would also like to call attention to our statis- 
tics. In checking through them, we find wide 
variations. We all realize that in more recent 
years psychiatrists have come to putting into 
schizophrenic groups many cases which would not 
be classified as dementia precox under Kraepelin’s 
conception. And when one sees statistics giving 
39 per cent spontaneous cures, or some such 
figures, in schizophrenics, one cannot help but 
wonder just what basis was used for the diagnosis, 
and when the figures of spontaneous recoveries 
range from one or two per cent up to thirty odd 
per cent, one can not help but realize that the 
investigators are surely not using the same con- 
ception for dementia precox. So that, in making 
our statistics on the results of a treatment of 
precox, we should be careful as to how we are 
arriving at our diagnoses. Statistics show that 
the earlier the case is taken the better the prog- 
nosis. Those of us who have handled these cases 
for many years know that the earlier the case is 
taken the more probability of error in diagnosis. 
I am not saying this as a criticism, but I notice 
that in one of Dr. Phillips’ cases he stated a dura- 
tion of five weeks; that is a very early diagnosis 
for dementia precox. Another case had an attack 
of tularemia subsequent to taking this treatment 
for precox and got well. I would like to remind 
you all that there are such things as toxic psy- 
choses. Therefore, I think, as medical men, we 
ought all to endeavor to conform to the same 
classifications in preparing our statistics on treat- 
ment, and we should always be most careful in 
giving publicity to this or any new treatment of 
which we cannot be certain at the present time. 

Dr. Roy Carl Young, (Covington): We have 
used insulin in two cases and had a satisfactory 
adjustment in one case, and in the other case got 
no results at all. 
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We have not used metrazol. We feel at Fen- 
wick Sanitarium that the results will depend on 
the proper selection of cases for the insulin treat- 
ment. In other words, some cases are more of 
the right type than other cases. Conservatism 
will have to be the keynote in these cases from 
now on. 


Dr. C. S. Holbrook, (New Orleans): I wanted 
to take this opportunity to express to the Super- 
intendents of our two state hospitals the apprecia- 
tion that we all feel towards the scientific attitude 
taken towards these patients. All remember the 
dreary outlook that the dementia precox case had 
in the past. Very little was attempted for them. 
Now, this work at least is starting investigations. 
We may get something better before long and cer- 
tainly we are headed in the right way. Both 
institutions are doing splendid work through the 
men who have trained themselves in this particu- 
lar technic and given their time to it. I think 
the state should be congratulated. 

Unfortunately, the results are not quite so good 
in the late cases, and most of the patients are old 
when they go to the institutions. There is danger 
of missing the diagnosis and overlooking the case 
which might otherwise have had remission if 
treated early. I agree the earlier the patient is 
treated, the better the outlook. Some of them 
might get well even if not given insulin or metra- 
zol, but it is important to get the case early and 
not wait until four, five or nine years have passed. 

I do not believe any of these treatments should 
be attempted at home. They certainly cannot be 
properly carried on at home but they can be ad- 
ministered at a general hospital, such as Touro. 
If we get the early cases we will do much better 
with them than with the older cass. 

Dr. S. J. Phillips, (In conclusion): Careful 
perusal of the paper will show most of the points 


brought up and the questions and criticisms mage 
were carefully considered in the compilation of the 
paper, and we were very careful in drawing cop. 
clusions. You will note that I said insulin therapy 
was valuable, I did not say a cure-all, and the same 
was true of metrazol. 

As to the case of tularemia, I am sorry I did not 
make myself clear on that. This was an individual 
with a psychosis of long duration who received 
insulin treatment and after being returned to the 
ward without benefit from insulin, some time later 
developed tularemia and recovered following the 
fever. I told you in the paper of many patients 
who made satisfactory adjustment in dementia 
precox following fevers and traumas. Those are 
things we all know about. 


It is unfortunate this has gotten into the lay 
press. It is apt to lead the public to erroneous 
conclusions. You will note in the report in my 
paper, the results are not so satisfactory as those 
reported by Eastern workers. 

Dr. Robards called attention to the delayed 
reaction both in insulin and metrazol. These are 
not common but do occur and that is why it is 
necessary to have a trained personnel in constant 
attendance. 


In answer to Dr. Cazenavette, I believe that we 
concluded that metrazol was of more benefit in 
the stuporous, and insulin in the excited cases. 


Dr. Connely pointed out that in treating the 
early cases we are apt to make a mistake in diag- 
nosis and that some of these cases might make 
a spontaneous adjustment. We know that about 
25 per cent of early cases will make some degree 
of satisfactory adjustment, but these forms of 
therapy evidently increase this percentage and | 
cannot accept the attitude of being a therapeutic 
nihilist. I think we should treat these cases by 
any approach that seems to be of value. 
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MEDICAL ECONOMICS 


In all the active discussion that is going on 
at the present time throughout the country, both 
in the daily press and.by the human voice, one 
of the frequently repeated statements has to do 
with the adequacy of medical care for the lower 
economic group. It is very generally assumed, 
and the statement is made ex cathedra, that the 
care of the poorer sections of the population 
is woefully failing. 


It certainly burns one up, to use a colloquial 
expression, to have it assumed as the major 
premise of the present day discussion of medical 
care, that the poor man is not getting sufficient 
Certainly in New 
Orleans and Louisiana such is not the case. The 


or good medical service. 


impression would be firmly implanted on the 
mind of the man from Mars that the poor man 
in the various communities throughout the 
country is not given medical or surgical care 
when he has pneumonia or when he breaks a 
leg or when his wife has a baby. It is quite 
possible that the less opulent citizens of city 
or state, may not have all the frills that are 
assumed to go with so-called adequate medical 
care, yet if a man is in an automobile accident 
or if he collapses on the street or if he breaks 
his femur he never lacks really the best of care. 
In New Orleans, for example, if he be in an 
accident, he can be conveyed to Charity Hos- 
pital in a Lincoln automobile ambulance. There 
he will receive the most skilled roentgenologic 
service to determine the character of the frac- 
ture. There he would be taken care of expertly 
by skilled practitioners and there he would re- 
ceive splendid nursing care and every attention. 
The same thing would happen, and does happen, 
to the man who has lobar pneumonia. To his 
wife who is going to have a baby ,expert service 
would be rendered, so expert, as a matter of 
fact, that a very large proportion of the babies 
of New Orleans come into the world in the 
Charity Hospital delivery rooms. In the rural 
areas, no matter what the poor man is suf- 
fering from, if the disease or the disorder or 
disability is a major one, no thought is given 
to his ability to pay, he is taken care of con- 
scientiously, faithfully and without thought of 
financial return by the rural physician, if no 
hospital service is available. 

When it comes, however, to the minor ill- 
nesses and when all is said and done the great 
bulk of the work of the physician, as shown by 
Bass, is in dealing with such conditions, it may 
be that the poor man does not get as much at- 
tention as does his more fortunately situated 
Sometimes it is a question of whether 
Certainly in families 


fellow. 
such attention is needed. 
that can afford to pay doctors, one family will 
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call a doctor in when there is the slightest de- 
gree of illness; on the other hand, other fami- 
lies will have sore throats and colds and diar- 
rheas in the members of the family unit who 
will be treated with home remedies or nothing 
is done but let nature cure them. It is possible 
that some of the sincere socially-minded advo- 
cates of State Medicine think that a person has 
not received adequate medical care unless every 
minor injury or illness is taken care of to the 
nth degree. However, every physician knows 
that ninety-nine per cent of these temporary 
disabilities will get well of their own accord. 
A goodly part of the doctors’ practice has to 
do with the functional disturbances which may 
produce symptoms and which may almost in- 
capacitate a person, yet medicines do not cure 
these disorders and never will cure them. They 
depend upon the readjustment in life which 
fundamentally may be the result of unhappy 
marital conditions, economic distress or worries 
about almost anything under the sun. Members 
of the low income group are frequently malad- 
justed, but this poor adjustment is dependent 
upon fear of the results of poverty more than 
anything else. To these people the guarantee 
of enough to live on is sufficient to control their 
functional disorders. To us it seems far more 
important that the really poor man should be 
housed, clothed and fed before untold millions 
and billions are spent on something which is 
unproved and not substantiated by accurate 
figures, to wit; that the poor man does not get 
good medical care or enough medical care. 





REGIMENTING MEDICINE 


That many others besides the physician con- 
sider that it would be inadvisable to have a 
centralized governmental control of medicine is 
well demonstrated by a recent editorial in the 
Houston “Post.” 


there are undoubtedly some instances when the 


This editorial points out that 


under-privileged do not secure medical atten- 
tion under our present system and it adds that 
if this is true, it is in the great majority of in- 
stances because help is not sought and not be- 
cause some doctor refused to donate his services. 

There are disadvantages in socialized medicine, 
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If the profession, medicine, should be socialized 
merely because an occasional person is unable 
to avail himself of needed service the same 
argument would hold good for other profes- 
sions. 

Every man who needs a lawyer does not al- 
ways obtain legal help but that is no reason why 
the profession of law should be socialized. The 
legal profession maintains its independence as 
should every profession. There is no more rea- 
son why doctors should be under governmental 
control or under the government’s wing than 
should engineers or lawyers. If medicine, using 
the term in its broadest sense, is put under gov- 
ernmental control in line with the general trend 
towards regimentation and away from the 
strength of private initiative, then the profession 
undoubtedly will be materially weakened. The 
Houston “Post” says that physicians deserve 
support in their fight to maintain their independ- 
ence. This sentiment is well considered, well 
thought out and reflects accurately the opinion 
of the great majority of medical men in this 
country at the present time. 





SULPHANILAMIDE IN MENINGITIS 
AND IN PNEUMONIA 


The introduction of sulphanilamide into medi- 
cal treatment has been spectacular and sensa- 
tional. The drug, originally employed in the 
treatment of hemolytic streptococcal diseases, 
has been found to be efficacious in a wide 
variety of disorders dependent upon coccal in- 
fection. It is rather unfortunate that sulphanil- 
amide has been used not only in various coccal 
infections but for any type of bacterial infec- 
tion. Practically all observers and students of 
the drug are unanimous in their opinion that 
sulphanilamide is of little value.in the treatment 
of bacillary infections. In spite of this there 
are thousands of doctors who use sulphanil- 


amide in the treatment of any and all infections. 


This is to be decried because of the possibility 


that the drug will get a bad name because it 
fails to work in those conditions in which it is 
not efficacious and therefore may not be used 
in the diseases in which it acts at least as a semi- 
specific. 
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Sulphanilamide was first used as a drug in 
England. In that country this pharmaceutical 
preparation has been extensively studied both 
from the laboratory standpoint and from the 
point of view of clinical investigation. Indica- 
tive of this statement are two reports in the 
London Lancet, one’ emanating from Glasgow, 
Scotland, the other? from Birmingham, Eng- 
land. The first report, by Banks, has to do with 
the treatment of acute meningococcic meningi- 
tis with sulphanilamide, used either alone or in 
combination with intravenous serum and the 
drug by mouth, as contrasted with a group of 
patients who were treated only with serum given 
intravenously and into the spinal canal by one 
of several routes. 


In the latter instance, the death rate was 16 
per cent. In the 59 patients who were given 
serum and sulphanilamide in combination, the 
death rate was 11.8 per cent. To these patients 
the serum was given intravenously in massive 
dosage together with sulphanilamide in a high 
initial dose by mouth which was gradually de- 
The 
initial dosage in this series of cases and the 


creased after three days’ administration. 


series treated with sulphanilamide alone, varied 
from 3.0 gms. daily in children under two years 
of age to a maximum of 10.5 gms. daily in 
adults. After three days the dose was gradu- 


ally reduced and in nine days stopped. 


In the group treated with sulphanilamide by 
mouth alone, there were 16 selected patients, 
of whom only one died. These represented con- 
secutive admissions except that two very severe 
cases were treated with serum and sulphanil- 
amide. From this report it can be seen that 
all the patients except those who were extreme- 
ly ill were satisfactorily treated with sulphanil- 
amide alone. In the fulminating, severe, or late 
cases, the serum should be given plus sulphanil- 
amide. The serum should be given intraven- 


l. Banks, H. S.: Serum and sulphanilamide in acute 
meningococcal meningitis, Lancet, 1: 7, 1938. 

2. Evans, G. M., and Gaisford, W. F.: Treatment of 
Pneumonia with 2-(p-aminobenzenesulphomamido) pyri- 
dine, Lancet, 1: 14, 1938. 
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ously in quantities, according to Banks, equal to 
120 cc. the first day, 90 cc. the second day, 


Incidentally, as a supplement to the report, 
Allott? reports on the cerebrospinal content of 
sulphanilamide in 36 of the patients treated by 
Banks. There is considerable variation in the 
speed with which an effective value is reached. 
according to this observer. This he believes is 
due not so much to variation in permeability of 
the meningeal barrier as to the difference in the 
rates of excretion in different patients. He 
substantiates this by showing that the blood 
values are on a parity with the cerebrospinal 


fluid. 


The second paper, by Evans and Gaisford, 
has to do with the treatment of pneumonia with 
sulphanilamide. These investigators report the 
treatment of 100 cases of lobar pneumonia with 
sulphanilamide. The death rate amongst the 
patients treated with sulphanilamide was 8 per 
cent, in contrast to a rate of 27 per cent in the 
control series of patients who were observed 
simultaneously. The temperature in the treated 
cases usually fell quite promptly within the first 
24 hours. In 60 of the patients the tempera- 
ture was normal within 48 hours. There was a 
concomitant clinical improvement with a dimi- 
nution of toxemia, and in the delirious patients 
a clearing of the sensorium. These two men at 
the onset gave relatively small doses of the drug 
but later on gave larger initial doses, when it 
was found that there was no development of 
On admission four tablets, or 2.0 
gms., were given at once, and thereafter 1.0 gm. 
every four hours continued until 25.0 gms. had 


been, given. 


granulopenia. 


Reports such as these are most encouraging. 
However, we must bear in mind that it will not 
be until a very large series of cases has been 
collected that a physician may be assured that 
this new drug is as effective as would now seem 
to be indicated by preliminary studies, 


3. Allott, E. N.: Sulphanilamide content of cerebro- 
spinal fluid during the treatment of meningococcal men- 
ingitis, Lancet, 1: 13, 1938. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


HUTCHINSON MEMORIAL CLINIC 

Scientific Session conducted by the Department 
of Obstetrics, with Department of Medicine cooper- 
ating. 

Differential Diagnosis of Hypertensive States in 
Pregnancy (Dr. W. H. Gillentine, Department of 
Medicine): The differentiation of hypertensive 
states with or without kidney damage becomes of 
major importance when it is realized that these 
states occur in 3 per cent of pregnant women 
and result in 22 per cent of maternal deaths. They 
may be divided for study into two groups: (1) 
Conditions occuring in pregnancy alone, eclampsia, 
and (2) those which are found also in the in- 
dividual who is not pregnant, namely, pre-existent 
hypertension and/or nephritis, the degenerative 
nephropathies, and the questionable group termed 
variously low reserve kidney, or the nephritis of 
pregnancy. 

The syndrome of eclampsia consists of a sudden 
onset after the twentieth week of high blood pres- 
sure, averaging 185/115 maximum, edema, pro- 
teinuria, headache, nausea, epigastric pain and 
occasionally icterus. No kidney damage is demon- 
strable using such functional tests as the urea 
clearance, concentration tests or phenolphthalein 
tests, in spite of the fact that albumin, casts of all 
kinds, and red blood cells are present in the urine. 
The blood chemistry reveals an increased uric 
acid, decreased CO, combining power, decreased 
H ion concentration and a normal non-protein 
nitrogen. The lack of kidney damage is remarkable 
in this condition because of the glomerulo-tubular 
nephritis which exists at autopsy, in addition to 
an hemorrhagic hepatitis and edema of the brain 
with thrombosis of its blood supply. For conven- 
ience the syndrome is termed preeclampsia until 
convulsions supervene. 

The degenerative nephropathies can be diagnosed 
during pregnancy only with great difficulty. The 
normal pregnant woman shows an increased blood 
cholesterol, a decreased serum protein, doubly 
refractile bodies in the urine, and a slight increase 
in blood pressure. Some of these findings are 
characteristic of the nephroses and of chronic 
glomerulonephritis of the nephrotic type in an early 
stage without demonstrable kidney damage and 
of preeclampsia in its early stage. Consequently, 
when edema, albuminuria without kidney failure 
or significant hypertension is found before the 
twentieth week, the condition is statistically best 
classified as chronic glomerulonephritis of the 
nephrotic type; and after the twentieth week, pre- 
eclampsia. 

Pre-existing hypertension or nephritis may be 
diagnosed definitely if there is a history of onset 


before pregnancy or presumptively if the onse 
occurs before the twentieth week. The averag 
blood pressure maximum in these conditions i 
194/148. Essential hypertension before the stage 
of secondary kidney damage may be diagnosed on 
the basis of history or, later, on the basis of the 
clinical expression of cerebral changes, cardiac 
failure, or renal failure. Malignant hypertension 
may be diagnosed on the presence of necrotizing 
arteriolitis. ‘The diagnosis of nephritis or the 
secondary stage of the hypertension hinges on the 
demonstration of decreased kidney function. Avail. 
able tests do not show decreased function until 
the kidney reserve has been definitely impaired. 
Therefore, if function is compensated then it be 
comes impossible to differentiate these conditions 
from preeclampsia or from some of the degenera- 
tive nephropathies or the so-called low reserve 
kidney. If damage can be demonstrated to exist 
after pregnancy, preeclampsia and low reserve 
kidney may be deleted. Pregnancy always causes 
an exacerbation of essential hypertension or nephri- 
tis at about five and one-half months as a result 
of theoretical factors termed “increased burden on 
the kidneys” and “toxemia of pregnancy.” 

Pyelonephritis also causes hypertension in preg- 
nancy, frequently persisting for months after de 
livery. It may be diagnosed on the basis of the 
occurrence of infection of the kidney pelves plus 
gradually decreased kidney function. 


The syndromes termed low reserve kidney, or 
nephritis of pregnancy are difficult of definition. 
This type of kidney disease occurs characteristical- 
ly in primiparae about the eighth month of preg 
nancy with protein in the urine, a very gradual 
onset of edema and increase in blood pressure 
reaching a maximum of 160/100. Recovery is 
usually complete at the termination of pregnancy 
or within three weeks, but the disease may recur 
in future pregnancies. Studies by Douglas, and by 
Peckhan and Stout, show that approximately 5! 
per cent of patients so classified within five years 
are placed in the group of cardiovascular renal 
disease. The condition follows somewhat the class 
ical course of a mild attack of glomerulonephritis, 
from which the patient recovers after a similar 
period. Certainly there is reason to consider some 
of these cases as mild cases of chronic glomert 
lonephritis and others as belonging to the group 
of preeclampsia. 

When the findings of these various conditions 
are compared, one realizes the handicap of it 
adequate kidney function tests and the occurrence 
of similar findings in the urine of all these patients, 
and the very necessary dependence on the statis 
tical course of the disease, or the frequently it 
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adequate history of the state of the patient’s blood 
pressure and kidneys before pregnancy. This very 
lack of information has been responsible for the 
controversy between groups of obstetricians re- 
garding a definition of these conditions and for 
the impossibility of definitely isolating a group of 
patients with the same disease for careful scientific 
sudy. A follow-up during the early months of 
pregnancy cannot therefore be over-emphasized. 


Syphilis Complicating Pregnancy (Dr. M. E. 
Lapham, Department of Obstetrics): ‘There is no 
doubt but that this type of syphilis together with 
syphilis in the infectious stages comprise the most 
important phases of the disease. 


The fact that many cases are undiagnosed seems 
to show that pregnancy confers a relative immunity 
upon women who have syphilis. Certainly preg- 
nancy influences the course of a luetic infection, 
suppressing its manifestations and apparently giv- 
ing the patient a relative freedom from certain 
types of syphilis such as osseous and neurosyphilis. 
Moore states that in a large group of infected 
pregnant women studied, 75 per cent manifested 
no clinical symptoms and the diagnosis was made 
first entirely by serologic tests but, later, upon 
more careful scrutiny, clinical signs were found in 
all but 22 per cent. He also calls attention to the 
fluctuating character of the blood Wassermann 
reaction in pregnant women as well as to the high 
(10 per cent) incidence of pregnant women with 
florid secondary syphilis who have a _ negative 
Wassermann. Stokes states, however, that the 
strongly positive blood serologic tests in pregnant 
women verified by repetition are diagnostic of 
syphilis. Hemsath even believes that a weakly 
positive serologic reaction in pregnant women 
should be considered most suggestive of infection, 
bearing repetition, and further careful study made 
of the patient, clinically, historically and with a 
careful follow-up of the infant. 


Regarding transmission, in mothers who have 
a4-plus serologic test, at least 70 per cent of the 
living children will undoubtedly be infected. It 
seems that the transmission of recognizable con- 
genital syphilis in childhood depends on the age of 
the infection in the mother. The young recently 
infected mother is much more apt to produce an 
obvious congenital luetic infant than the older 
woman who has had the infection for a long time, 
and in whom it has become attentuated. It is 
generally felt, now, I believe, that the infant is 
infected by way of the placental circulation and 
Probably in no other way. Gellhorn summed up 
the arguments against the old Colles and Profeta 


laws as follows: (1) The mother of a syphilitic 
child is always syphilitic herself; (2) the children 


of syphilitic mothers are practically always syphili- 
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tic. The infant born to a luetic mother should be 
watched carefully for signs of lues. 


Syphilis probably causes complication in preg- 
nancy more often than is suspected. Many minor 
symptoms in the latent cases of pregnancy syphilis 
are probably due to that disease, such as head- 
aches, dizziness, cardiac symptoms, failure to gain 
weight and low-grade temperature. Many of these 
patients do not have the feeling of well-being that 
the non-luetic mother so often enjoys. 


Labor may be prolonged and abnormal presenta- 
tions occur more frequently than in non-infected 
cases because of the relatively high incidence of 
premature and macerated fetuses. Speiser at Belle- 
vue Hospital stated that breech presentation was 
three times as prevalent in his series of luetics as 
it was in non-luetics. Uterine inertia and cervical 
dystocia are also reported to be frequent complica- 
tions. Vaginal and perineal lesions such as con- 
dylomata are apt to make tissues more friable. 


In the puerperium, because of the pathologic con- 
dition of the products of conception, materials are 
often retained in the uterus which invite infection, 
and both infection and subinvolution are relatively 
more frequent in syphilitic patients than in normal 
patients. 


In regard to treatment, pregnancy apparently 
produces some of the ameliorating effects of anti- 
syphilitic treatment. Stokes says that the preg- 
nant woman is at her best, in that her defense 
mechanism and all that that infers is geared up. 
Therefore, less treatment is probably necessary in 
pregnancy to assure a normal infant than is neces- 
sary in the non-pregnant patient to cure the dis- 
ease. Needless to say, treatment begun early in 
pregnancy or before pregnancy will assure a normal 
or more normal infant and less stillbirths and 
neonatal deaths. Mixed arsenical and heavy metal 
(bismuth) treatment is best, with the treatment 
planned to terminate with a course of arsenic. 
Even treatment begun late in pregnancy is shown 
to be of some greater benefit than no treatment 
at all in so far as the infant is concerned. Prob- 
ably, every patient who has had syphilis should 
be treated in every pregnancy subsequent to the 
diagnosis in order to assure the delivery of a 
normal child. 

I have found ten patients in the clinic on whom 
I shall comment rather briefly. They range in 
age from 19 to 38. The 38-year-old patient had had 
two normal pregnancies, one two years prior to 
the present one. All ten cases except one primi- 
para had a past history of either abortion, still- 
birth or neonatal death. Six patients had positive 
Wassermanns and four moderately positive; five 
had no repeat Wassermanns. One positive upon 
repeating was negative, and four repeats were still 
positive. Five patients had no further study, and 
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had no treatment following positive serologic re- 
port. One was lost; one had 9 bismuth and five 
neoarsphenamine injections; one had no treatment 
with first pregnancy in this clinic, and a single 
injection during the second pregnancy; 2 had five 
injections two and one-half months after the diag- 
nosis was made. Of the 6 women with strongly- 
positive reactions, one terminated in a four-month 
abortion following no treatment. The patient was 
admitted to the clinic three weeks before the abor- 
tion; four had apparently normal living infants 
following inadequate treatment, and one moved out 
of town after the first visit to the clinic. Of the 
four with moderately-positive Wassermanns, three 
had apparently normal living children following no 
treatment, and one, having a single injection, de- 
livered an apparent syphilitic infant. 

Heart Disease and Pregnancy: Medical Aspects 
(Dr. H. Isbell, Department of Medicine): Heart 
disease in pregnancy becomes of major importance 
because of the strain thrown upon the heart during 
the latter half of pregnancy and the further ex- 
hausting physical exertion of labor. The magnitude 
of the strain may be judged in part by the fact 
that from the fourth month on, the cardiac output 
of the pregnant woman increases some fifty per 
cent. About twenty-five per cent of maternal 
deaths are ascribed to heart disease. 

The diagnosis of heart disease in pregnancy 
should be based only on the presence of one or 
more pathognomonic signs of heart disease and 
certain of these, cardiac enlargement, diastolic 
murmurs if basal, enlargement of the neck veins, 
and hypertension. must be evaluated in the light 
of the known changes likely to be produced in 
them by pregnancy. 

Rheumatic heart disease constitutes 85-95 per 
cent of the etiologic types of heart disease com- 
plicating pregnancy; congenital heart disease ac- 
counts for 2.5-3.5 per cent. 

Mitral stenosis, either alone or accompanied by 
other valvular lesions, is the commonest anatomic 
finding. With the exception of luetic aortic re- 
gurgitation, valvular lesions of themselves do not 
affect prognosis or treatment. Paroxysmal tachy- 
cardia is the commonest disorder of mechanism 
and, if of auricular type, is not considered a serious 
cause for alarm. Auricular fibrillation is the second 
commonest disorder of mechanism, and bears a 
poor prognosis and high maternal mortality, esti- 
mated variously from 25 to 72 per cent. So serious 
a complication is fibrillation that plans of treat- 
ment must be materially altered in its presence. 

The estimate of functional capacity, according 
to the standards of the American Heart Associa- 
tion, is the best guide in judging ability to stand 
the strain of pregnancy. Whereas no general rules 
can be laid down, Classes I and II-a will usually 
go to term and deliver uneventfully. In this group, 
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shortening of the second stage is all that may » 
necessary. Classes II-b and III usually give trouh; 
and, in these, treatment must be individualizej 
Congestive heart failure is a serious complicatio, 
If the patient does not become compensated afte 
two weeks of carefully supervised treatment, the 
pregnancy should in most instances be interrupted 

If a patient in Class II-b or in Class III requirg 
interruption of pregnancy, it is likely that she yjj 
never be able to go to term, and, other factor 
permitting, sterilization should be carried out. | 
sterilization cannot be accomplished at the tim 
of the interruption of the pregnancy, contraceptiy: 
advice should be given. 

It is not the province of the internist to. deci 
what type of anesthesia is best, but only to esti 
mate the ability of the heart to bear any certain 
type of anesthesia. Opinions as to the best typ 
of anesthesia vary all the way from open dro 
ether to spinal. The decisive factor is most likely 
the skill of the anesthetist in administering a give 
type of anesthesia. Patients in Classes I and Ila 
in the absence of fibrillation should bear any typ 
of skillfully-given anesthetic. Patients in Classe 
II-b and III perhaps do best under local, which als 
bears the advantage of no effect on the fetus. 

Heart Disease and Pregnancy: Obstetrical Cow 
sideration (Dr. J. W. Reddoch, Department @ 
Obstetrics): There are several points to be de 
cided in a cardiac patient who is a gravido, namely 
(1) whether she can go to term without too mud 
danger to her life; (2) the type of procedure that 
should be used if interruption before viability is 
indicated; (3) if she goes to term whether she cai 
withstand the strain of labor; or should a section 
be done; (4) prevention of further pregnancies. 

In arriving at intelligent solutions to these prob 
lems, the services of the internist must be utilized 
Especially is it true in deciding how far a patient 
should be carried in her pregnancy. In a case dl 
early pregnancy, before three months, wher 
termination is necessary, an abortion may best bt 
done by simple dilatation of the cervix and sponge 
forceps removal of the product of conception, # 
with the use of vaginal packs. Later than thre 
months, the problem becomes a bit more acule 
Such formidable procedures as vaginal hysterotom) 
or supravaginal hysterotomy are sometimes neces 
sary and carry with them increased danger to the 
heart and to the patient in general. I believe that 
a patient who has to have her pregnancy inter 
rupted because of a heart condition, whether it 8 
complicated by a valvular lesion or not, should n0 
be allowed to have further pregnancies. Suc! 
patients should be instructed as to what steps alt 
needed to prevent future pregnancies. Unfortul 
ately, this advice is not very accurate or depené- 
able. If it is deemed safe for the pregnancy ¥ 
continue to term or near term, the problem thel 
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js to decide whether or not the woman should be 
allowed to go into labor; if the latter is done, just 
how much will she be able to stand as far as the 
additional strain of labor is concerned and how 
much operative help she will need. Abnormal 
presentations and other complications of labor add 
to the gravity of the situation, and make the prob- 
lem doubly hard. It is the opinion of Adair and 
Stielitz that no pregnant woman should bear down 
regardless of whether or not she falls in Class I 
or II-a. Any patient who falls into Classes II-b or 
III should have a section rather than be allowed to 
go into labor. The concensus of opinion is that 
this should be done under local anesthesia. Steril- 
ization is best performed at the time of the section. 
Classes I and II-a offer a good prognosis and most 
of the time can be helped out by low forceps. In 
the patient that is decompensated, the problem is 
rather difficult and, if possible, she should have 
compensation restored before any sort of obstetri- 
cal or surgical measures are instituted. Rupture of 
membranes in an effort to induce labor has been 
followed by sudden dilatation of heart and pul- 
monary edema, and, in one patient with cardiac dis- 
ease reported by Jackson, by death. Whether she 
would have lived, without rupture of membranes, 
would be a debatable question. One or two sug- 
gestions may be of some value in trying to reduce 
the suddenness of decrease of intra-abdominal pres- 
sure such as the use of abdominal binders with or 
without pads as soon as the second stage of labor 
has ended. 

This whole problem seems to be one for con- 
tinued cooperation between both the obstetrician 
and the internist for the best welfare of the preg- 
hant woman with a heart lesion. 

Case Reports (Dr. A. A. Caire, Jr., Department 
of Obstetrics): I will report on two selected cases. 

The first case is very unusual. The patient is 
28 years of age, with a congenital spina bifida. 
She went to term without any unusual difficulty in 
pregnancy. The following points were brought out 
in her history: She was born with a spina bifida 
and was operated on when she was three months 
old. She had a fairly normal childhood, though 
she had some difficulty in walking and has always 
had to wear high shoes to support her ankles. Past 
illnesses were minor, and she has had no physical 
complaints until pregnancy began. Her average 
weight for the past several years has been about 
143 pounds. The patient married eleven months 
ago. Menstruation began at thé age of eighteen, 
and was very irregular for several years. The flow 
usually lasted about four or five days and it was 
necessary for her to remain in bed for the first 
day because of severe pain; occasionally, the pain 
persisted throughout the second day. In the last 
few years it has been more regular, occurring every 


28 days, and there has been no change since mar- 
riage, the last period being June 15, 1937. This 
history was taken on October 13, 1937. 


The physical examination is negative until we 
get to the chest; the thoracic musculature is quite 
heavy; the thoracic cage extends downward almost 
to the level of the iliac crests. The breasts are 
large and pendulous. The fundus of the uterus 
is 14 cm, above the symphysis pubis. Over the 
lower lumbar region is the residuum of the spina 
bifida and the scar of the early operation. Just 
above Michaelis’ rhomboid is a depression about 
2-3 cm. deep and about 6-7 cm. in diameter, at 
the bottom of which is the linear scar from the 
operation. The scar and the area immediately 
surrounding it is extremely tender, so that the 
lightest touch causes pain. Just above and slightly 
to the right of the depressed area is a fairly soft, 
compressible, slightly movable tumor, about 5 cm. 
in diameter. The tumor is not tender. Around 
the depressed area and the tumor, extending almost 
across the width of the back, is a rather luxuriant 
growth of light reddish-brown, soft fine hair. This 
hair grows rapidly and has to be trimmed from 
time to time. The posterior portions of the iliac 
bones seem to be more prominent than they normal- 
ly are. There is a marked scoliosis in the lumbar 
region. I have some x-rays which will be shown 
at the conclusion of these discussions. 

The lower extremities are small in proportion 
to the rest of the body. The right foot has very 
little longitudinal or transverse arch, while the 
arches of the left foot are accentuated. On the 
lower half of the right leg is an area of anesthesia 
which encircles the leg like a_sock, the upper and 
lower extremities of the anesthetic area being 
definitely demarcated lines. There is no disturb- 
ance of sensation in the left leg. No edema is 
present, nor are there varicosities. The pelvis is 
normal as to measurements and contour except 
that she has a slight flattening of the sacrum. This 
patient is the first one with spina bifida of this 
kind that I have seen living until mature age, and 
giving birth to a child. 


This patient was sent to the Neuropsychiatry 
Section for a neurologic examination and their re- 
port, in part, is as follows: “Patient is referred 
to the department because of pain in the dorsal 
lumbar area of the back, which has become more 
aggravated since she became pregnant and is in- 
creased with walking ... Neurologic examination 
reveals in the cranial nerves a nystagmus in ex- 
treme lateral positions and tremor of the tongue. 
In the upper extremities the reflexes are hyper- 
active and there is a bilateral Hoffman. The lower 
extremities show hyperactive reflexes on the left 
with a positive Babinski, and confirmatory reflexes. 
On the right normal are diminished reflexes. There 
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is some atrophy and weakness of the muscles of 
the right leg below the knee, and the right foot is 
held in an equinovarus position. There is some 
spasticity of the left leg. Sensibility examination 
reveals an absence of vibratory and joint sense in 
the right leg below the knee with an absence of 
tactile sensibility in an area on the right lateral 
side of the leg and internal malleolus and over 
the dorsum of the foot. Pain and temperature 
sensibility normal. There are no sensibility de- 
fects in the left leg. Coordination tests are all 
normal. Patient’s gait shows some spasticity and 
a tendency to foot drop on the right, with a slight 
ataxia. 

“Impression: Spina bifida with atrophy of the 
lower lumbar and upper sacral segments of the 
spinal cord. Pain undoubtedly is due to spina 
bifida and is aggravated by the pregnancy.” 

The to term although she 
seemed to have an adequate pelvis and a spina 
bifida, there was difficulty in labor. She was sent 
to the hospital and waited some twenty-four hours 
before we decided to do anything. After 24 hours 
her pains became a little more severe, closer 
together, but after waiting another 24 hours, she 
never did go into true labor. She did not seem 
to have efficient nerve impulses to the uterine 
musculature; she had no rhythmic labor contrac- 
tions. The head went into the pelvis easily. She 
did not make any more progress but the pains 
were somewhat harder. Therefore, a cesarean 
section was performed without any difficulty and 
with an exceedingly small blood loss. The patient 
went into shock on the table. Although she had 
a good bit of rest and food during entire labor, 
the shock became so great that it caused alarm. 
The operation was stopped temporarily and the 
shock treated. She never came out of the shock 
until the operation was finished and she was turned 
on her side. Her shock symptoms disappeared 
then. She made an uneventful recovery and was 
discharged from the hospital on the sixteenth day. 


patient went and 


This is a patient who, notwithstanding all the 
care she was given and how forcibly impressed 
upon her was the necessity to return for treatment, 
has not returned to the Clinic. 

The 
old. 


next patient is a young woman 21 years 
She gives a history of having whooping cough, 
mumps, measles and influenza as a child, and at 
the age of nine she was operated on for mastoiditis. 
There have been no other disturbances, nor symp- 
toms, of which she has complained until she pre- 
sented herself to the Clinic on April 6, 1938, about 
4 months pregnant. A few months previously she 
went to another clinic and was told that she had 
hypertension. As far as I can determine, that was 
the first time she had been told she had hyperten- 
sive heart disease. She told me that the doctors 
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had told her that she had lost a kidney in a prey). 
ous operation. She did not have a kidney remove 
because there was no scar, and, upen her being 
advised likewise, she said it was burned out. There 
have been no nausea, vomiting, no disturbances 
in urination, no headache, no disturbance in the 
gastrointestinal tract. 

The patient comes to this clinic upon the recon. 
mendation of Dr. Collins for investigation as to 
the hypertension, which stayed between 170/110 
and 180/124. Consultations at the hospital were 
called for both from the medical and the gyneco- 
logic aspects. She was discharged from the hospi. 
tal and came here. Her blood pressure was 158 
108; pulse was 94, weight 142 pounds. This was 
on April 6. From April 6 through May 20 he 
blood pressure consistently ran between 158 /108 
and 158/100. On May 27 it had increased to 170/12 
and on June 6, it had gone to 172/130. During all 
this period of time she had gained at the normal 
rate, and had shown no urinary disturbances until 
June 10 when she showed a slight trace of albumin 
and an occasional red blood cell, but no casts. The 
Eye Clinic reported that there was slight edema 
ot both disks; left eye had slight tortuosity of 
vessels with diminished light reflex in periphery. 
On the basis of these findings, she was sent to 
the hospital on our service for observation on June 
19; her blood pressure ran consistently between 
160/100, to as high as 205/140. (Remember this 
is a 21-year-old woman). She was treated expect: 
antly from June 19 to 24; on June 20, I wrote an 
opinion that I thought she was developing a 
toxemia on top of her essential hypertension; and 
urinary findings and the subsequent behavior of 
the patient proved that to be true. On that day 
she had a few coarse granular casts. On June 24 
labor was induced. I do not care to prolong preg 
nancy in a woman when she is running as high 
as 205, 220 or 198/150 blood pressure. A bag was 
inserted on June 24 for 18 hours; the cervix dilated 
until about three fingers at which time the blood 
pressure had risen although she had a _ normal 
urinary output. She was given sodium ampytal. 
She was sound asleep and never woke up during 
labor, notwithstanding her blood pressure of 240 
160. Her pulse became rapid and irregular, 80 
much so that when we removed the bag manually, 
her pulse was uncountable and I thought she was 
going to die. A posterior craniotomy was per 
formed, which was not difficult as she was about 
six and one-half months pregnant. She promptly 
got better. Her blood pressure on the tenth post 
partal day was 168/98. At no time did she give 
any complaints of any unusual distressing symp 
toms. My own opinion is that this woman has 
essential hypertension; I want to have her come 
here for a thorough clinical investigation. 

The x-rays of both patients will now be shown. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


VACATION TIME 


The activities of the Orleans Parish Medical 
Society during the past month have been materially 
abbreviated and cut down due to the fact that many 
of the members of the organization are on vaca- 
tion and the regular meetings of the Society are 
not being held during August. The next regular 
meeting of the Society will be held on the second 
Monday of October. 


ORLEANS PARISH ARRANGEMENT WITH 
DEPARTMENT OF PUBLIC WELFARE 


A meeting was held on August 16 with 143 doc- 
tors who volunteered to answer calls made through 
the Department of Public Welfare, at which time 
questions were asked concerning the instructions 
and details of the running of the scheme. The 
arrangements have been made for this service 
through the efforts of Dr. Chaille Jamison, Chair- 
man of a special committee, working in conjunc- 
tion with Mr. Richard Foster of the Department 
of Public Welfare. Below is a copy of the detailed 
instructions that were issued to the volunteers. 
These are reproduced for the benefit of those who 
have not volunteered and who may want to come 
into this arrangement, as well as for the benefit 
of those throughout the state who may be inter- 
ested in knowing what the arrangements are that 
have been made with the Department of Public 
Welfare and the physicians in New Orleans. 

This present arrangement is largely tentative. 
It may be found that there are certain sections 
which can not work satisfactorily and if so they 
are subject to change. For the present, however, 
it is hoped that this arrangement will be given 
a thorough trial. 

INSTRUCTIONS 

Source of Calls: All calls will come through 
the Department of Public Welfare. Calls received 
direct from patients should not be answered, but 
physicians are asked to report such calls to the 
Department for investigation. Requests for med- 
ical care, originating with the visitors and the 
nurses of the Department, will be placed with the 
physician through Mr. Jesse Atkinson of the Lou- 
isiana State Hospital Board. Mr. Atkinson’s tele- 
phone number is MAgnolia 5652. 

Method of Assignment: If the patient requests 
the services of a physician whose name appears 
on the list of volunteers, the call will be given 
to that physician. All other calls will be given 
in rotation, in alphabetical order. (If a patient 
requests the service of a physician whose name 
does not appear on the list, that request will not 
be honored.) If a physician is unable to answer 
emergency calls within the hour. or normal calls 


within six hours, he is asked not to accept the call. 
A physician unable to answer three successive 
calls will yield his place at the top of the list to 
the physician next in order. 

Scope of Service: This service is intended for 
(1) emergency cases, (2) illnesses in which the 
patient is attend clinic but does not 
require hospital care, (3) incurable cases requiring 
occasional medical services. 

Physicians are asked to refer to hospital clinics 
and wards all patients in need of and 
obtain these services. 

Contagious Diseases: Because of the difficulty 
in preventing the spread of infection in poor homes, 
contagious diseases should be hospitalized. 

Night Calls: Night calls will be answered first 
by the nurse who will call the physician if the 
patient is entitled to this service. 

Nursing Care: A visiting nurse will be sent 
daily to all cases in need of medical care. 

Prescriptions: Each physician will be given a 
prescription pad bearing the name and address of 
the New Orleans Department of Public Welfare. 
Druggists will be notified that all prescriptions 
written on these pads should be billed to the De- 
partment once monthly. These pads will be num- 
bered. The physician will be asked to enter the 
number of the prescription on (1) his report, or 
(2) the Bedside Notes. Druggists will be checked 
by that number. 

Records: Each physician will be given a pad on 
which to report to the Department on each patient 
visited. On this form, the physician will give the 
Department (1) the diagnosis, and (2) the physi- 
cian’s recommendations. 

These reports will be placed in an envelope pro- 
vided for that purpose and addressed to the nurse. 
The envelope should then be sealed and left in the 
home for the nurse. ‘The nurse is responsible for 
seeing that this report reaches Mr. Atkinson 
promptly. 

If the physician is not certain of his diagnosis 
on his first visit, he is asked to give a tentative 
diagnosis and so designate it. On a return visit, 
he is asked to make a second report on Form 
carrying the final diagnosis. 


unable to 


able to 


When return visits are necessary, the physician 
will find in the home bedside notes on which he 
will enter on each visit, (1) the date of his visit, 
2) any orders which he may care to leave for 
the nurse. Daily nursing calls will be made. 

Fees: The physician will be paid at the rate of 
$1.25 for each day call. Calls made after 8:00 
p.m. and before 7:00 a.m. are classed as night calls. 
The fee for these night calls will be $2.50. 


For the convenience of the physicians, Mr. At- 
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kinson will compile the monthly bills, using the 
record of the physicians’ first visits and the bed- 
side notes as vouchers. Physicians preferring to 
render their own bills may, of course, do so. 

At the present time there are 7,600 persons on 
the rolls of the Department of Public Welfare, of 
which fifty per cent are colored. These people 
are dependents who are unable to work on account 
of age or some physical disability. Laboratory 
work will be carried out by the Board of Health. 

There are one or two details of the instructions 
which can be elaborated upon here. The patients 
will not have a list of the doctors who have volun- 
teered for this service. The list will be kept in 
the office of the Department of Public Welfare. 
If a doctor’s name is not on the list he will not 
be called by the Department of Public Welfare. 
Patients will be informed if the doctor requested 
is not on the list and will be advised that he is 
not available for the service. The physicians will 
be called more or less according to the specialties 
as well as can be arranged, that is to say for 
medical cases, men who are doing general medi- 
cine will be called. If it happens to be a surgical 
case, then an effort will be made to secure a doctor 
who is devoting much of his time to surgery. 

It should be noted that people on the W. P. A. 
lists are not eligible for this service. 

A doctor is privileged to return and make as 
many visits as he thinks necessary. After the first 
eall it is not necessary to have an official call 
from the Department of Public Welfare office. The 
doctor will visit the patient on the same basis as 
in private practice, however if there are too many 
revisits or too many calls to one patient it is to 
be assumed that such a patient is too sick to be at 
home and should be referred to the hospital. 

Under the paragraph entitled fees, it should be 
noted that these fees are only for calls within 


reasonable distance of the doctor’s home or office. ~ 


For calls in outlying districts of the city, the fee 
rate will be higher. 


OFFICERS ENCAMP 

At the recent maneuvers in southern Mississippi, 
either as members of the permanent Staff of the 
Louisiana National Guard or as reserve officers 
of the 106 Medical Regiment attached for tempo- 
rary duty, the following New Orleans physicians 
were represented: 

Colonels Anees Mogagab and John H. Musser; 
Lieutenant-Colonels E. R. Bowie and Robert A. 
Strong; Majors Joseph N. Ane and George D. 
Feldner; Captains George E. Burch and J. Durel 
Landry; Lieutenants Peter Everett, Robert C. 
Kelleher and Harold Fresh. Attached elsewhere 
in the maneuvers were Colonel John A. Lanford, 
Lieutenant Colonel Gilbert C. Anderson, Captain 
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John B. Gooch and other Medical Reserve Corps 
Officers as well as National Guard Medical Officers, 


NEWS ITEMS 


The many friends of Dr. John Signorelli will be 
glad to know that he has been made medical 
director of the Orleans Parish School Board to 
succeed the late Dr. Frederick L. Fenno. The 
School Board is to be congratulated on obtaining 
the services of a man skilled in medicine and well 
trained in disorders peculiar to the school child. 


Colonel Charles F. Craig will be one of the rep- 
resentatives of the American Association for the 
Advancement of Science at the Third International 
Congress on Malaria, to be held in Amsterdam, 
Holland. Colonel Craig will retire as professor of 
tropical medicine and head of the department at 
Tulane as of September first. 


Dr. Urban Maes, professor of surgery and head 
of the department in the medical school of the 
Louisiana State University, was awarded the honor- 
ary degree of Doctor of Science at the graduating 
exercises in Baton Rouge, August 2, 1938. 


Dr. Lucian Landry, accompanied by his wife 
and children, sailed August 5 for a preliminary 
tour of the British Isles, Holland, France and 
Switzerland before joining Dr. Matas in Brussels, 
where he will attend the Congress of the Interna- 
tional Society of Surgery. Dr. Matas will leave 
New York, September 7, to preside over the Con- 
gress which will be held September 19-22. 


Dr. Isidore Cohn, professor of surgery and asso- 
ciate director of the department in the Graduate 
School of Medicine of the Louisiana State Uni- 
versity Medical Center, addressed the Bi-Parish 
Medical Society at Jackson, Louisiana, on August 
3, 1938. Dr. Cohn’s subject was “A Vascular Clinic.” 


FOUND 
A stethoscope with cream colored ear pieces; 
chest piece red rubber tip; pure gum tubing. Call 
Dr. F. J. Kinberger, UPtown 1932. 


NEW BOOKS 

Dodson, A. I.: Synopsis of Genito-urinary Dis- 
eases, 1937. 

Rockefeller Foundation: Review for 1937. 

Simpson, W. M.: Fever Therapy, 1937. 

Pohle, E. A.: Clinical Roentgen Therapy, 1938. 

Niemoeller, A. F.: Men Past Forty, 1938. 

Gibson, J. E.: Dr. Bodo Otto, 1937. 

Wingfield, R. C.: Pulmonary Tuberculosis in 
Practice, 1937, 
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Abrahams, 
ment, 1937. 
Ford, R. R.: Diseases of the Nervous System 
in Infancy, Childhood and Adolescence, 1937. 
Clendening, Logan: Workbook in Elementary 
Diagnosis, 1938. 
London, L. S.: 
Campbell, M. F.: 
Bastedo, W. A.: 
Therapeutics, 1937. 
Crossen, H. S.: 
U. S. Census Bureau: 
U. S. Census Bureau: 
Infant Mortality, 1935. 
Lord, F. T.: Pneumonia and Serum Therapy, 
1938. 
Pruitt, M. C.: 
Falls, F. H.: 
ing, 1937. 


Margery: Modern Dietary Treat- 


Mental Therapy, 2 v., 1937. 
Pediatric Urology, 2 v., 1937. 


Materia Medica, Pharmacy and 


Operative Gynecology, 1938. 
Mortality Statistics, 1938. 
Births, Stillbirths and 


Hemorrhoids, 1938. 
Obstetric and Gynecologic Nurs- 
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Gifford, S. R.: 
1938. 

Underwood, F. J.: Public Health and Medical 
Licensure in Mississippi, 1938. 

Fishberg, A. M.: Heart Failure, 1937. 

Vaughan, K. O.: Safe Childbirth, 1937. 

Holmes, C. J.: Negro’s Struggle for Survival, 
1937. 

Froin, G.: 
1937. 

Douglass, Marion: Essentials of Obstetric and 
Gynecologic Pathology, 1938. 


Textbook of Ophthalmology, 


Pression sdlaire et astrophysique, 


Levinson, S. A.: Clinical Laboratory Diagnosis, 


1937. 
Chappell, 
Canal with 


G. &.: Through the 

a Gun and Camera, 1930. 
Gilbert C. Anderson, M. D., 
Secretary. 


Alimentary 





LOUISIANA STATE MEDICAL SOCIETY NEWS 


1939 ANNUAL MEETING 

Dr. Joseph A. O’Hara, President of the State 
Society, has appointed the following members to 
serve as Chairmen of the Scientific Sections for 
the next annual meeting to be held in Alexandria, 
April 24-26, 1939. 

Dr. C. J. Tripoli, 
Therapeutics. 

Dr. John Signorelli, New Orleans—Pediatrics. 

Dr. S. J. Phillips, Pineville—Nervous Diseases. 

Dr. George H. Hauser, New Orleans—Bacteriology 
and Pathology. 

Dr. Lester J. Williams, Baton Rouge—Radiology. 

Dr. Donovan C. Browne, New Orleans—Gastro- 
enterology. 

Dr. R. O. Simmons, Alexandria—General Surgery. 

Dr. William L. Bendel, Monroe—Gynecology and 
Obstetrics. 


New Orleans—Medicine and 


Dr. H. Ashton Thomas, New Orleans—Eye, Ear, 
Nose and Throat. 

Dr. John G. Menville, New Orleans—Urology. 

Dr. W. J. Sandidge, Shreveport—Public Health 
and Sanitation. 

Dr. H. Theodore Simon, 
pedic Surgery. 


New Orleans—Ortho- 


The Chairmen already have begun preparation 
for the program for their respective Sections. If 
interested in appearing on the program, you should 
communicate at once with the doctor in charge of 
arrangements for the Section in which you are 
interested or to the Chairman of the Committee 
on Scientific Work, Dr. P. T. Talbot, 1430 Tulane 
Avenue, New Orleans. 


Dr. D. B. Barber has been appointed General 
Chairman of the Committee on Arrangements by 


the Rapides Parish Medical Society and the per- 
sonnel of the sub-committees is as follows: 

Advisory Committee—Drs. T. L. Abington, F. C. 
Ewing, E. R. Gandy, King Rand, R. O. Simmons 
and J. A. White. 

Badges—Dr. James Welch, Jr., Chairman; 
Sam Calhoun, E. L. Miller and J. L. Woodall. 

Banquets—Dr. Aubrey White, Chairman; Drs. I. 
N. Adams and B. H. Texada. 

Commercial Exhibits—Dr. Noel Simmonds, Chair- 
man; Drs. M. J. Hair, H. H. Hardy and F. M. Lett. 

Convention Clinics—Dr. Jack Phillips, Chairman; 
Drs. B. C. Blake, R. Lampert and I. F. Littell. 

Entertainment—Drs. R. E. McGill, Chairman; 
Drs. M. S. Freiman and J. T. Mosley. 

Finance—Drs. James White, Jr., Chairman; Dr. 
E. G. Cailleteau. 

Golf—Dr. D. C. McBride, Chairman; Dr. 
Texada. 

Hotels—Dr. L. D. Gremillion, Chairman; Drs. P. 
F. Murphy and W. L. Murrell. 

Lanterns—Dr. C. P. Herrington, Chairman; Drs. 
B. F. Bremer and R. C. Scott. 

Locations—Dr. R. B. Wallace, chairman; Drs. E. 
L. Miller and A. M. Peters. 

Luncheons—Dr, A. L. Culpepper, Chairman; Dr. 
M. B. Pearce. 

Publicity—Dr. H. O. Barker, Chairman; Drs. J. 
W. Phillips, W. J. Rein and D. L. Trax. 

Registration—Dr. O. B. Owens, Chairman; 
B. C. Blake and J. H. Landrum, 

Scientific Exhibits—Dr. M. H. Foster, Chairman; 
Drs. H. O. Barker and B. F. Bremer. 

Signs—Dr. B. H. Texada, Chairman; Drs. W. H. 
Floyd and A. J. Morat. 


Drs. 


3. Of. 


Drs. 
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Transportation—Dr. J. T. Cappel, Chairman; Drs. 
S. L. Calhoun and G. W. Smith. 


The members of the Rapides Parish Medical 
Society are deeply interested in making the 1939 
meeting of our Society a great success and are 
putting forth enthusiastic effort to this end. The 
men on the above committees will be glad to hear 
from you if they can be of assistance to you in 
any way whatsoever. 


THE NEW RADIOLOGICAL CENTER 

The people of northern Louisiana are very much 
to be congratulated upon the forethought and 
initiative of Dr. S. C. Barrow and his group who 
have established a radiological center, whose equip- 
ment will be unsurpassed in Louisiana. There has 
been a very great need for adequate apparatus for 
deep x-ray therapy for the people of that particular 
section of the country. Doctors Barrow and Har- 
well have supplanted this need in a _ splendid 
manner. In addition to the powerful x-ray therapy 
apparatus, radium is also available as is electro 
surgical therapy in the new home that has been 
built to house the radiological center. 


DRIVE FOR MEMBERS 

Dr. Joseph A. O'Hara, President of the Louisiana 
State Medical Society, with the cooperation of the 
State Society office, is making a tremendous effort 
to increase the membership of the organization. 
Through his office, with the help of the various 
Parish Health Units, every doctor in the state who 
is not a member of the medical society has been 
or will be contacted. 

As an indication of results that can be obtained 
from this campaign, it might be said that the 
Secretary-Treasurer visited Tangipahoa Parish 
during the middle of August, where eight new mem- 
bers were secured. The following week, Dr. Talbot 
visited the Parishes of Vernon and Avoyelles. 


BI-PARISH MEDICAL SOCIETY 


The Bi-Parish Medical Society met at the East 
Louisiana State Hospital on August 3, 1938. Fol- 
lowing dinner the scientific program was held in 
the Staff Room. Dr. Isidore Cohn and Dr. Eugene 
B. Vickery of New Orleans read and demonstrated 
excellent papers, the former on “Vascular Clinics” 
and the latter on “The Diagnosis and Treatment 
of Renal Diseases, with Some of the Newer Drugs 
with Results,” both of which were very favorably 
received. A vote of thanks was extended to Dr. 
Cohn and Dr. Vickery for presenting these papers 
and they were unanimously elected honorary mem- 
bers of the society. 

The next meeting of the society will be held on 
the first Wednesday in October at 2:00 p.m. at 
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Dr. and Mrs. S. L. Shaw’s Log Cabin Lodge. 
E. M. Toler, M. D., Sec. 


TANGIPAHOA PARISH MEDICAL SOCIETY 

The meeting was called to order May 19, 1938, 
at the Hammond City Hall by Dr. A. L. Lewis, 
President. The minutes of the previous meeting 
were read. The following were present: Drs. Lewis, 
Alessi, McClendon, Smith, Korniker, Brent, Over- 
ton, Wiginton, Kevlin, and Thames. The guest 
speakers of the evening were Dr. Conrad Collins 
and Dr. Edgar Burns, both of New Orleans, who 
gave very instructive talks with lantern slide dem- 
onstrations respectively on “Vaginitis,” and “Urin- 
ary Infections”, 


J. DeLoach Thames, M. D., Sec. 


NEWS ITEM 
Dr. Ambrose H. Storck addressed the Third Dis- 
trict Medical Society at its recent meeting in 
Lafayette, La. The subject of his talk was “Infec. 
tion of the Foot and Leg.” 


llth CONGRESS OF THE INTERNATIONAL 
SOCIETY OF SURGERY 


This meeting which was to have been held in 
Vienna on September 19-22, under the auspices of 
the German Government, and the cooperation of 
the German Surgical Society, was abruptly can- 
celled by the authorities early in July and, for rea- 
sons not yet explained, was made impossible in 
Vienna. Fortunately, the transfer of the Congress 
from Vienna to Brussels, which was promptly ef- 
fected by the Executive Bureau of the International 
Surgical Society, has proved of great advantage in 
assuring a greater success of the Congress under 
the liberal patronage of the Belgian Government 
and the enthusiastic support of the Belgian pro- 
fession. The Congress will therefore be held in 
Brussels without change of date, on September 
19-21, 1938. According to the latest information 
received from the Secretary-General, Dr. Leopold 
Mayer, the scientific program will be carried out in 
Brussels in all its details as previously announced 
for Vienna. The reports assigned to the eminent 
specialists who are to open the discussions will 
revolve around the three official questions selected 
for debate, namely, Surgical Hypertension, Bone 
Grafts and Pulmonary Surgery, besides any other 
independent separate contributions. 

The elaborate Mediterranean Cruise, planned by 
the Belgian branch of the French Navigation Com- 
pany, under the direction of the International 
Bureau at Brussels, will begin in Marseilles on 
September 4, on board the French Packet Le 
Providence (15,000 tons), and will continue along 
the North Mediterranean to the Black Sea, with 
stops at Naples, Athens, Istambul (Constantinople), 
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Odessa (Russia), Costanza and Bucharest (Rou- 
mania), to return to Brussels by the inland route 
in time for the opening of the Congress on Sep- 
tember 19. 

Dr. Rudolph Matas, President, 

Dr. Elliott C, Cutler, Chairman, 

American Committee. 


THE THIRD INTERNATIONAL GOITER 
CONFERENCE 

This meeting will be held in Washington, Sep- 
tember 12-14 at the Mayflower Hotel. A truly 
splendid program has been provided for the listen- 
ers. Many of the outstanding men in this country, 
interested in the study of goiter, will appear on 
the program: Marine, Means, Lahey, Cutler, Crotti, 
Pemberton, as well as four distinguished visitors 
from overseas. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The Mississippi Valley Medical Society will meet 
in Hannibal, Missouri, September 28-30, 1938. Meet- 
ings will be held at- the Hannibal-LaGrange College. 


RAILWAY SURGEONS 

The 23rd annual meeting of the American As- 
sociation of Railway Surgeons will be held at the 
Palmer House, Chicago, September 19-23, 1938. An 
extremely interesting and highly profitable pro- 
gram has been arranged. All physicians, irrespec- 
tive of whether or not they are connected with the 
railroad, are invited to be present at this meeting. 


AMERICAN BOARD OF INTERNAL MEDICINE 


Written examinations for certification by the 
American Board of Internal Medicine will be held 
in various parts of the United States on Monday, 
October 17, 1938, and on Monday, February 20, 1939. 

Formal application must be received by the Sec: 
retary before September 15, 1938 for the October 
1938 examination, and on or before January 1 for 
the February 1939 examination. 

Application forms may be obtained from William 
8S. Middleton, M. D., Secretary-Treasurer, 1301 Uni- 
versity Avenue, Madison, Wisconsin, U. S. A. 


SOUTHERN TUBERCULOSIS CONFERENCE 
AND SANITORIUM ASSOCIATION 


This meeting will be held in Louisville, Kentucky, 
September 19-21, with headquarters at the Brown 
Hotel. Under the guidance of Dr. Paul H. Ringer, 
as Director, there has been arranged a splendid 
program for the medical section. In addition to 
papers by distinguished essayists of the south, 
there also appear on the program papers by Dr. 
Andrew L. Banyai of Wauwatosa, Wisconsin, Dr. H. 
McLeod Riggins of New York City, and Dr. John 
Alexanter of Ann Arbor, Michigan. In addition to 
these special papers before the medical section, Dr. 
Frederick T. Lord of Boston and Dr. J. Burns Am- 
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berson of New York, will give technical papers be- 
fore the general session and an address will be 
made by Dr. Irvin Abel, President of the American 
Medical Association, at the Tuesday night formal 
session. 


THE NEW YORK ACADEMY OF MEDICINE 

The 11th Annual Graduate Fortnight of the New 
York Academy of Medicine will be held October 
24-November 4. This year the fortnight of study 
will be devoted to diseases of the blood and blood- 
forming organs. As for these meetings in the past, 
there has been prepared a magnificent program 
which will be conducted in the laboratories and 
clinics of the hospitals and medical schools in New 
York City. 

For a copy of the program and further informa- 
tion concerning this meeting, address the New York 
Academy of Medicine, 2 East 103 Street, New York 
City. 


MEDICO-MILITARY INACTIVE STATUS 
TRAINING, MAYO FOUNDATION 


Headquarters Seventh Corps Area 
Office of the Surgeon. 

1. The tenth annual Inactive Status Training 
Course for Medical Department Reservists of the 
Army and Navy will be held at the Mayo Founda- 
tion, Rochester, Minnesota, October 3-15. 


2. During the past nine years this school, the 
first of its kind, has been remarkably successful. 
Officers attending have been most enthusiastic. The 
general plan of former years’ will be followed. 
Special work in clinics and hospitals will be of- 
fered during the morning hours for those asking 
special assignments. Presentations of carefully 
selected subjects in military medicine are scheduled 
for the morning, afternoon, and evening hours. 
There will be appropriate sections or special courses 
for officers of the Dental and Veterinary Corps. 

3. The school program for the last three days 
of the meeting is merged with that of the Associa- 
tion of Military Surgeons of the United States. 
The Surgeons General of the Army, the Navy, and 
the Public Health Service will attend and partici- 
pate. Outstanding medical officers from other na- 
tions will attend. The Commanding Generals of 
both the Sixth and Seventh Corps Areas have 
signified their intention of being present. 

4. All Medical Department Reservists are eligi- 
ble for enrollment. Approved applicants will be 
enrolled upon the recommendation of the Surgeon 
of the Seventh Corps Area or the Surgeon of the 
Ninth Naval District. Applications should be made 
at an early date and should be forwarded through 
the respective Reserve headquarters of the officer 
concerned. 


Kent Nelson, Colonel, Medical Corps, 
Omaha, Nebraska. 
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HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of the 
Census, reports that for the week ending July 16, 
there were 139 deaths in the City of New Orleans 
as confrasted with 133 the previous week. The 
racial distribution of the deaths was white 81, 
negro 58. There were 13 deaths in children under 
one year of age. The next week, which came to a 
close on July 23, there was almost no change in 
the number of deaths in the city except that 7 
less negroes died. There was a total of 132 deaths 
of which 17 were in children under one year of age, 
divided 13 white and 4 negro. For the week ending 
July 30, there was little change in the number of 
deaths in the two races, there being 75 white and 
58 negro, making a total of 133, virtually the same 
as for the week before. Duririg this week there 
were 9 deaths in white infants and 5 in negro. 
For the week which came to a close on August 6, 
there was a very considerable increase in the total 
number of deaths, largely due to the fact that 107 
white people died, as contrasted to 75 the previous 
week. The total this week was 154 deaths of which 
47 were in the negro population of the city. The 
total number of deaths was materially enhanced 
by the large number of infant deaths, 22, of which 
19 were white and 3 were negro children. 






INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O’Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
following summarized information: For the week 
ending July 23, the twenty-ninth week of the year, 
the followig diseases were reported in numbers 
greater than ten: Syphilis 417, whooping cough 
43, pneumonia 38, cancer 29, diphtheria 24, pul- 
monary tuberculosis 22, malaria 21, gonorrhea 20, 
typhoid fever 17 and septic sore throat 11. The 
typhoid fever cases were scattered throughout the 
various parishes in the state, Caddo and Orleans 
Parishes having the most, however some of these 
cases were imported. A case of poliomyelitis was 
discovered in Allen Parish and 2 cases were re- 
ported from Orleans Parish, one of which was im- 
ported. Three cases of cerebrospinal meningitis 
were also listed. For the thirtieth week of the 
year, which ended July 30, there was a material re- 
duction in the incidence of syphilis, or probably it 
might be more correct to say that a large number 
of reporting postcards had not collected in the 
mail at one time. Despite the marked fall in cases 
of syphilis listed, this disease still dominated the 
weekly morbidity report, there being 87 cases on 
the list. This was followed by 42 of cancer, 41 of 
whooping cough, 36 of gonorrhea, 34 of pneumonia, 
31 of pulmonary tuberculosis, 21 of typhoid fever, 
17 of malaria, 14 of diphtheria and 11 of septic 
sore throat. Of the unusual diseases, 3 cases of 
poliomyelitis were reported, one each in Orleans, 
Ouachita and Rapides Parishes. A case of typhus 
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fever had its origin in East Baton Rouge Parish. 
Ouachita Parish led the other parishes in the num. 
ber of cases of typhoid fever, there being 7 listed, 
followed by 4 from Orleans, all imported, 2 each 
from Lafayette and West Carroll and 1 from each 
of a number of different parishes throughout the 
state. For the week ending August 6 there were 
138 cases of syphilis listed followed by 49 of § 
whooping cough, 46 of gonorrhea, 34 of cancer, 27 
of pneumonia, 25 of malaria, 19 of pulmonary tv- 
berculosis and 13 of typhoid fever. A case of 
typhus fever was reported this week from East 
Baton Rouge Parish. Union Parish, with 3 cases 
of typhoid fever, was the only parish in the state 
with more than 2 incidents of this disease. There 
were no cases of poliomyelitis reported this week. 
The Parish Health Units must have been terribly 
active during the week ending August 13 as 500 
eases of syphilis were reported in that period 
of time. Next in order of frequency were whoop- 
ing cough with 47 cases, followed by pneumonia 
with 41, cancer 35, pulmonary tuberculosis 33, 
gonorrhea 30, malaria 27, influenza 25, typhoid fever 
18, measles 13 and diphtheria 11. There was 1 
ease of poliomyelitis this week in Louisiana, dis- 
covered in St. Martin Parish; 2 cases of anthrax 
and 3 of tularemia were also reported in the state. 
































a NIRS 
ROBERT HOLLINGSWORTH POTTS 
(1884-1938) 

The medical profession of New Orleans was 
shocked to hear of the sudden death of Dr. Potts, 
Monday, August 22. Dr. Potts had been in Shreve- 
port during the forty-eight hours previous to this 
fatal attack and there had the first definite indica- 
tion of the heart condition which was to cause his 
death. 

Dr. Potts was born in Jacksonville, Florida in 
1884. He graduated from A. and M. College of 
Mississippi and from Tulane University Medical 
School in 1918. For some years he was associated 
with Dr. John Halsey in the Department of Phar- 
macology and Therapeutics. Subsequently he trans 
ferred to the Department of Medicine and then in 
1932 became connected with the Louisiana State 
University Medical Center. 

Following his graduation, Dr. Potts served al 
internship at Touro Infirmary. He promptly be 
came a member of the Parish and State Societies 
as well as the American Medical Association. 

At the time of his death, Dr. Potts, in addition 
to a large and active practice, was Assistant Cor 
oner of Orleans Parish. He was also visiting 
physician at Charity Hospital and was one of the 
senior physicians at Southern Baptist Hospital. 





















































































































a i Le 
WOMAN’S AUXILIARY 
Louisiana State Medical Society 
President—Mrs. Frederick G. Ellis, Shreveport. 
President-elect—Mrs. S. M. Blackshear, NeW 
Orleans. 




















Book Reviews 


First Vice-President—Mrs. C. A. Martin, Welsh. 

Second Vice-President—Mrs. A. G. McHenry, 
Monroe. 

Third Vice-President—Mrs. D. C. McBride, Alex- 
andria. 

Fourth Vice-President—Mrs. A. F: Hebert, New 
Orleans. 

Treasurer—Mrs. O. C. Rigby, Shreveport. 

Recording Secretary—Mrs. D. T. Milam, Monroe. 

Parliamentarian—Mrs. A. A. Herold, Shreveport. 

Corresponding Secretary—Mrs. C. B. Erickson, 
Shreveport. 

Historian—Mrs. W. P. Gardner, New Orleans. 


COUNCILORS FOR DISTRICTS 

First District—Mrs. W. R. Buffington, New Or- 
leans. 

Second District—Mrs. R. B. Harrison, New Or- 
leans. 

Third District—Mrs. C. M. Horton, Franklin. 

Fourth District—Mrs. Charles Gowan, Shreve- 
port. : 

Fifth District—Mrs. Armand McHenry, Monroe. 

Sixth District—Mrs. A. W. Martin, Bogalusa. 

Seventh District—Mrs. T. H. Watkins, Lake 
Charles. 


CHAIRMEN OF STANDING COMMITTEES 

Organization—Mrs. Roy Carl Young, Covington. 

Program—Mrs. Aynaud F. Hebert, 2617 Na- 
poleon, New Orleans. 

Finance—Mrs. J. E. Heard, 3455 Coldwell Street, 
Shreveport. 

Legislation—Mrs. Clarence Lorio, 1431 Conven- 
tion Street, Baton Rouge. 
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Public Relations—Mrs. Walter Moss, 511 Hodges 
Street, Lake Charles. 

Hygeia—Mrs. C. P. Gray, 115 Louisiana Avenue, 
Monroe. 

Revisions—Mrs. John L. Scales, 2782 
Avenue, Shreveport. 

Printing—Mrs. Robert Simmons, 759 Stephenson 
Street, Shreveport. 

Press and Publicity—Mrs. Robert T. Lucas, 535 
Pierre Mont Road, Shreveport. 

Doctor’s Day—Mrs. T. Aubrey White, 2613 Vance 
Avenue, Alexandria. 

Archives—Mrs. Chaille Jamison, 
Street, New Orleans. 

Exhibits—Mrs. George Feldner, 
Avenue Parkway, New Orleans. 

Indigent Physicians’ Fund—Mrs. 
No. 2 Everett Place, New Orleans. 


Fairfield 


1524 Seventh 
3814 Louisiana 


Isidore Cohn, 


MEDICAL ASSOCIATION ENTERTAINS 

The Shreveport Medical Association entertained 
the woman’s auxiliary with a beautiul dinner at 
the Shrine Club on Cross Lake, August 9. 

Guests were served at small tables centered with 
decorative low bowls of pink zinnias. 

Dr. Paul D. Abramson presided and after dinner 
turned the meeting over to Dr. Robert Lucas, who 
acted as chairman for the program committee. As- 
sisting Dr. Lucas were Mrs. Robert Lucas, Dr. and 
Mrs. Ralph Riggs and Dr. and Mrs. E. L. Gill. 

After dinner the guests enjoyed a spelling bee 
and later bingo was played. Several prizes were 
awarded. 

Special guests for the occasion were Mayor and 
Mrs. Sam S. Caldwell. More than eighty physicians 
and their wives attended the affair. 





BOOK 


of Psychiatry: By George W. Henry. 
Baltimore, Williams & Wilkins Co., 1938. Pp. 
465. Price, $5.00. 

This volume is the third edition of an introduc- 
tory text of psychiatry which has undergone 
thorough revision and considerable elaboration in 
order clearly to present the broader aspects of 
psychiatry to student and practitioner. A formal 
presentation of the development of the average 
human personality affords an introduction to the 
more classical aspects of clinical psychiatry which 
are presented from a broad, yet dynamic, point of 
view. The individual psychoses and psychoneuroses 
are presented without emphasis upon _ rigid 
formulae, and the necessity of the study of the in- 
dividual patient, as well as the disease, is repeat- 
edly stressed. The chapter upon classification fol- 
lows the outline of American Psychiatric Associa- 
tion in its general pian, with a parallel presenta- 
tion of ergasiology added in concise manner. Of 
interest are chapters upon psychiatric nursing, 


Essentials 
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psychiatric social service, normal psychopathology, 
mental hygiene, as well as the disorders of child- 
hood. 

The text may well serve as a basic text for 
nurses, social service workers in psychiatry, the 
general practitioner engaged in recent psychiatri 
reorientation, and for students of medicine as a pre- 
liminary introductory volume. 


M. I. TUCHLER, M. D. 


Sulfanilamide Therapy of Bacterial Infections: By 
Ralph R. Mellon, M. D., Dr. P. H., Paul Gross, 
M. D., Frank B. Cooper, M.S. Springfield, Ml., 
and Baltimore, Chas. C. Thomas, 1938. Pp. 398. 
Price $4.00. 

This is an excellent book dealing with the work 
done to date on sulfanilamide and _ related com- 
pounds. The work of the authors naturally takes 
a prominent place and occupies much of the text. 

Section one is a review of earlier literature deal- 
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ing with the chemistry and pharmacology of the 
sulfonamide compounds and their experimental and 
chemical employment. Some important conclusions 
are: (1) Therapy with sulfonamide compounds is as- 
sociated with a definite hazard of unfavorable col- 
lateral reactions, some of which, unless carefully 
watched and controlled, may become as serious as 
the primary disease. There have, however, been 
only 10 fatalities reported as associated with this 
form of therapy in approximately 4,000 cases. There 
appears at present no correlation between these 
reactions. (2) The conjugated form of sulfanil- 
amide was thought to be more bactericidal than free 
sulfanilamide, but both were more effective in 
alkaline than acid urine, in the treatment of uri- 
nary infections. (3) The oral administration of 
sulfanilamide to normal individuals and monkeys 
appeared to cause a considerable enhancement of 
the natural bacteristatic power of their blood, 
whereas the normally low bactericidal property of 
the blood of the smaller experimental animals was 
influenced very little by either the direct in vitro 
addition or by the oral administration of sulfanil- 
amide. 


Conclusions on the chapter entitled, ‘“Chemo- 
therapeutic Results with Reference to Streptococcal 
Infection in Man” are: (1) The diverse clinical 
manifestations caused by the hemolytic streptococ- 
cus, regardless of the organs affected or the sev- 
erity of the attack, have yielded to the sulfonamide 
compounds in a uniformly satisfactory fashion. (2) 
Not only has the mortality been convincingly re- 
duced in its more malign manifestations, but in 
those more difficult to assess with this sole criter- 
ion, the course and complications of the diseases 
have been profoundly modified. Never before in 
the history of medicine has there arisen so quickly 
and from as many sources, so voluminous a litera- 
ture relative to a new line of chemotherapeutic en- 
deavor and this literature is excellently covered. 


Chemotherapeutic results with reference to other 
infectious processes in man namely, gonococcal in- 
fections, meningococcal infections, urinary tract in- 
fections, skin lesions, arthritis, staphylococcal in- 
fections (other than urinary) are outlined. The 
results obtained in staphylococcal infections other 
than the urinary tract do not compare favorably 
with those obtained in pure streptococcal infec- 
tions. Nephritis associated with disease, and con- 
sidered as a result of that disease is discussed and 
favorable results are obtained. The sulfonamide 
compounds have shown in their therapeutic action 
a broad coverage of pathogenic bacteria, having 
been employed successfully against such diverse 
infections as those caused by gonococci, meningo- 
cocci, pneumococci, B. welchii, and (in urinary 
tract infections only), B. coli and staphylococci. 
The highly specific action upon streptococcal in- 
fections is stressed. Few favorable reports of gas 
gangrene, certain skin diseases, quartan malaria 
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await confirmatory evidence of a larger number of 
cases. Difficult of evaluations as distinctly unfavor- 
able are the reports dealing with typhoid and un- 
dulant fever, non-hemolytic streptococcal infections, 
infectious arthritis, Hodgkin’s disease, filariasis 
and other conditions of uncertain etiology. 

Section II deals with the bacteriostatic effect of 
sulfanilamide in vitro and the results of therapy 
with sulfonamide compounds on streptococcal and 
pneumococcal infections in laboratory animals, to- 
gether with their observations on the clinical use 
of these compounds in pneumonia and in strepto- 
coccal meningitis. Salient points are (1) strong pro- 
tective action of sulfanilamide when administered 
to mice that have received infective doses of hemo- 
lytic streptococci ranging from 10 to 1000 M. L. D. 
Protection was afforded against cultures of high 
and moderate virulence, and could be demonstrated 
equally well in splenectomized and normal mice. 
(2) Observation that the therapeutic results ob- 
tained in experimental type III pneumonia in rats 
were duplicated in type III pneumonia in man sug- 
gests the application of sulfanilamide therapy in 
treatment of human penumonia either as an ad- 
juvant to specific serum therapy or when serum is 
not available as the sole agent of medication. 

Section III deals with factors conditioning the 
mode of action of the sulfanilamide compounds and 
with the mobilization of the host’s cellular defenses. 
Some salient features are (1) probability that sul- 
fanilamide is the only portion of the prontosil mole- 
cule that is therapeutically active; (2) capsulogenic 
theory is discussed; (3) present mode develops con- 
centration of 1-4000. 1-10,000 in blood and small 
concentration 1-20,000 were effective in meningitis; 
(4) the bacteriostatic effect of physiologic sodium 
chloride when used as a dilutry menstruum; (5) 
potentration with reference to urine as possible 
explanation of good results in urinary tract pre- 
sented; (6) fitness of the host, sulfanilamide and 
natural resistance to infection. Reinforced with 
vitamin C, vitamin B, liver extract and cortin, 
sulfanilamide’s action improved in some cases. 

Section IV deals with general chemotherapeutic 
considerations and the criteria of therapeutic ef- 
ficiency as determined by host factors, experimental 
conditions and the variability of the infective agent 
with especial attention to pneumonia. 

There is in the addenda a discussion of: 

1. Photosensitization and the allergic-like ac- 
tion of sulfanilamide. 

2. Control of sulfhemoglobinemia. 

3. Elixir of sulfanilamide (Massengill). 

4. Staphylococcal infections and the sulfonamide 
compounds. 

5. The sulfonamide compounds and the filtr- 
able viruses. 

6. The marrow culture medium for bacteriosta- 
sis tests in chemotherapeutic studies. 

The bibliography, author index, and subject index 
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leave nothing to be desired. Every physician should 
avail himself of the excellent opportunity afforded 
by this book. A knowledge of sulfanilamide is to- 
day essential to the practice in almost all specalties 
and general practice. 

A. L. Apam, M. D. 


The Care and Feeding of Babies in Warm Climates: 
By Charles James Bloom, B. S., M. D., F. A. 
Cc. P. New Orleans, Pelican Publishing Co., 
1937. Pp. 358. Price $2.75. 

We take a certain amount of “local pride” in 
reviewing Dr. Bloom’s book, which we feel sure 
will be a best seller. It is written for the mother, 
particularly the one who lives in the country and 
has no access to a competent pediatrician. Not 
only is it concerned with the care of the baby after 
its arrival, but also includes directions for pur- 
chasing the layette and necessary equipment for 
the infant with due regard for season and fi- 
nances. We venture the opinion that no pediatri- 
cian has time to answer all the many questions 
which come to the mind of the mother, and in 
writing this book Dr. Bloom has created a funda- 
mental manual for her guidance. One of the out- 
standing merits of the volume is that it tells its 
reader not only what to do, but also quite clearly 
how to do it. The chapter entitled “The Baby’s 
Cook Book” will help many perplexed mothers who 
do not know how to begin to prepare the baby’s 
first foods and what varieties to feed their older 
children. 

Dr. Bloom has no idea of making pediatricians 
of mothers, but the information in his book is ade- 
quate to allay the many fears which usually arise. 
This work should be kept in the home for constant 
reference, as it contains much helpful information 
necessary in aiding the mother through her baby's 
childhood. 

A product of New Orleans, this volume is nicely 
printed and well illustrated. We might add that 
all pediatricians will not agree with Dr. Bloom 
on many debatable questions, but surely no mother 
can err far from the path in following Dr. Bloom’s 
advice. 

RutH MARKS SHUSHAN, M. D. 
Morris SHUSHAN, M. D. 


Materia Medica, Drug Administration and Prescrip- 
tion Writing: By Oscar Bethea, M. D., Ph. G. 
Ph. M., F. C. S., F. A. C. P. Philadelphia, F. 
A. Davis and Company, 1938. 


A new fifth edition of this very successful book, 
revised to conform to the eleventh edition of the 
United States Pharmacopoeia, and the sixth edition 
of the National Formulary, brings it right up to 
date. 

A very practical, serviceable, and dependable 
work on the technic of administration of drugs, it 
is useful to the doctor at the beside in working out 


the forms and methods for medication, and in 
writing prescriptions correctly and creditably. Dr. 
Bethea’s ideal is that prescriptions should not 
merely be excellent, but that they should attain 
the acme of perfection. By the use of Dr. Bethea’s 
book as a basis for study and practice, and by long 
continued effort, the medical student and the phy- 
sician should be able to approximate Dr. Bethea’s 
ideal: perfection. 
CLYDE J. Brooks, M. D. 


Patient and Doctor: By Sir Henry B. Bracken- 
burry, M. D., LL. D., M. R. C. S. London, 
Hodder & Stoughton, 1935. Pp. 280. Price 5 
shillings. 

Brackenbury’s book written in an effort to con- 
vey to the intelligent layman some knowledge of 
the development of modern medicine, the present 
status of medical practice, and the development of 
medicine in the future, may be recommended with 
reservations. 

While the chapters which deal with the current 
relationship of doctor to state and to patient, and 
that which dwells upon the relationship of doctor 
and patient to hospital refer too specifically to 
conditions existent in Grent Britain, a successful 
attempt is made to bring to the uninitiated an ap- 
preciation of some of the professional, social, and 
economic problems that confront the modern phy- 
sician. 

This book may be profitably read by physician 
for the light it throws upon trends in socialized 
medicine. The generalizations upon the necessity 
of preserving the existing relationship between 
patient and doctor are commendable. The need 
for the doctor’s cooperation with the state is em- 
phasized, and should be more clearly appreciated 
and more widely accepted. 

B. B. WEINSTEIN, M. D. 


Text-book of Pathology: By E. T. Bell, M. D., 3rd. 
ed. Philadelphia, Lea & Febiger, 1938. Pp. 
894. Price $9.50. 


This is a good practical book on general patho- 
logy. The style is direct, clear and brief. This work 
will continue to be a standard text-book and refer- 
ence on pathology. 

J. G. PASTeRNACK, M. D. 


Practicai Bacteriology, Haematology and Animal 
Parasitology: By E. R. Stitt, M. D., Se. D., 
LL. D., Paul W. Clough, M. D., and Mildred C. 
Clough, M. D. Philadelphia, P. Blackiston’s 
Son & Co., 1938. Pp. 961. Price $7.00. 

The 9th edition of the valuable vade mecum is 
most welcome. It is encyclopedic in scope, scienti- 
fic in method and highly instructive in its cor- 
relation of laboratory data with the clinical pic- 
ture. The index is thorough and complete. 

J. G. PAsSTERNACK, M. D. 
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Preface of Nervous Diseases: By Stanley Cobb, A. 
B., M. D. Baltimore, Wm. Wood & Co., 1938. 
Pp. 173. Price $2.50. 


This volume, dedicated to William Gordon Len- 
nox, colleague, critic, and friend of the author, 
is a timely, well prepared and excellently presented 
treatise on the preface of nervous disease. The 
author clearly states it is a preface, should be 
accepted and assimilated as such. However, it is 
more than that to those interested in neuropsy- 
chiatry, psychobiology, psychology and_ allied 
sciences. It can be used by students during their 
various periods of scholastic learning and by the 
graduate following in his professional career. The 
subject matter is made clear and is an under- 
standable presentation. 


This book is especially recommended to those 
whose life’s work deals with the vagaries of 
human nature, unusual and misunderstood conduct 
reactions and illness akin to the mental mechan- 
isms and the nervous system. 

It is an excellent vade mecum 
and hospital house officers. 

WALTER J. Oris, M. D. 
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CALLED MEETING OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATIO 


In compliance with the official request of members of the Board of Trustees that the House 
Delegates be convened in Special Session, |, as Speaker, under authority of Chapter III, Section 2, 


the By-Laws hereby officially call the House of Delegates of the American Medical 


Association 


convene in Special Session in the City of Chicago, State of Illinois, at 10:00 a. m., Daylight Savi ; 


Time, on the sixteenth day of September, 1938. 


The business to be transacted at this Special Session shall be limited to the consideration 
the national health program submitted to the National Health Conference recently held in Washingt 
and to such other matters as may be submitted to the House of Delegates by the Board of Trustees. ~ 


The House shall 
concluded. 


remain 


in session, recessing from 


day to day, until its deliberations a 


H. H. SHOULDERS, M. D., Speaker. 
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